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NUMEROUS enterprises have been under- 

taken for the control of cancer in recent 
years. In various parts of the world an 
enormous amount of activity has been ex- 
pended upon different phases of the problem. 
In the field of research no other disease has 
been exploited to the same extent, in the 
endeavour to determine the cause, the life 
history, and the most efficient method of treat- 
ment. Are the results attained in these enter- 
prises commensurate with the enormous amount 
of energy, time, and money expended upon 
them? Some of the best talent available in 
science and medicine has been engaged in these 
pursuits. Much progress has been made, re- 
sulting in a great accession to our knowledge 
concerning many aspects of the problem. Both 
in the research laboratory and in the clinic 
studies have gone forward that have given us 
much valuable information as to the cause, the 
clinieal course, and the treatment of cancer. 
Unfortunately, we are far from the delectable 
goal of determining a specific cause. In fact, 
some investigators have suggested that we are 
not dealing with a single specific cause, but 
that eaneer may be polygenetic. We have an 
undoubted relationship between chronic inflam- 
mation, due to a great variety of irritants, and 
the production of cancer. This has been shown 
in oral cancer caused by the irritation of jagged 
and infected teeth or by the chewing of the 
betel nut mixed with lime in India; in the 
cancer of the bladder of those working with 
aniline dyes, and in the gall bladder where 





* An Introduction to a Symposium on Cancer held 
at the Annual Meeting of the Canadian Medical Associa- 
tion, Calgary, June 21, 1934. 
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eancer is induced by the irritation of gall- 
stones. In the early days of the introduction 
of the x-ray, and before the danger of exposure 
to the rays was known, many fell victims to 
the peculiar type of squamous-celled carcinoma 
induced thereby. Heat applied to the skin may 
cause cancer, as in the use of kangri basket by 
the natives of Kashmir who use this basket, 
heated by charcoal, in close contact with the 
skin in order that they may withstand the 
intense cold. It has long been known that 
workers in coal tar and its derivatives may 
contract cancer, and these substances have 
been used in its experimental production in 
animals. Chimney sweeps’ cancer is probably 
of this category. Chronic arsenical poisoning 
may be associated with cancer. Bacteria would 
appear to play a role in the production of most 
pre-cancerous conditions. From these observa- 
tions it is evident that the predisposing causes 
of cancer are many, including mechanical in- 
jury, infection, chemical agents, and such 
physical irritants as the x-ray and heat. It is 
further suggested that it may be produced by 


_over-exposure to the ultraviolet rays of the sun. 


There is a marked variation in the readiness 
with which different individuals develop cancer 
after exposure to conditions known to induce it. 
The part played by heredity in this connection 
has been the subject of much investigation. 
Miss Maud Slye has demonstrated in the 
laboratory the hereditary transmission of 
cancer in white mice. But, as the result of her 
studies, she concludes that ‘‘there are apparent- 
ly two factors necessary to produce cancer ; 
first, an inherited susceptibility to the disease, 
and second, irritation of the right kind and 
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in the right degree applied to the cancer- 
susceptible tissues’’. These experimental find- 
ings would seem to support conclusions regard- 
ing the production of cancer in human beings 
of a character similar to those that have been 
determined after intensive clinical study. Two 
factors are necessary, namely, first, the specific 
irritant, secondly, the structural or -physio- 
logical peculiarities of the organ that have been 
acquired by heredity. The absence of either 
factor would prevent cancer. Henee, if this be 
true, a very large number of people are wholly 
immune. The problem, however, would appear 
to be much more complex; final disposition has 
not been made of it. Thus we find Ewing say- 
ing that ‘‘The susceptibility to cancer is widely 
distributed among men and women, who will 
generally acquire cancer if subjected to the 
proper exciting factors, and hereditary tend- 
encies for and against cancer may be altered 
by environment.”’ 

Whatever view may be taken regarding the 
part played by heredity in the production of 
cancer, it becomes obvious that this factor may 
be ignored. It is beyond our control. In the 
other hand our energies should be concentrated 
on the other factor, equally essential for its 
manifestation, and that is, environment—using 
that word in a broad sense to include the ex- 
posure to irritants, mechanical, chemical, physi- 
eal, ete., that are known to induce cancer in 
various regions of the body. 


The prevention of cancer is perhaps not 
sufficiently stressed in our campaign to combat 
the malady. If trauma, the result of irritants, 
can be prevented, the tissues will remain 
normal and cancer will not develop in normal 
tissues. Therefore, we should control the situa- 
tion wherever possible. Thus we should avoid 
all forms of irritation in the oral eavity and on 
the lips. Adequate dental care is necessary, 
and all forms of trauma to the mucous mem- 
brane must be avoided. Trauma of the breast 
should be prevented, because even slight in- 
juries in individual eases, where there is 
susceptible breast tissue, may result in cancer. 
It is unlikely that the normal function of the 
breast in lactation has any effect in subsequent 
malignant development. In fact, although more 
married woman than single suffer from breast 
cancer, yet there are more married women of 
cancer age in the world than single women. 
Taking this fact into consideration it has been 


shown that cancer of the breast is more common 
among single than among married women. 

Operation may be necessary as a measure of 
prevention, such as the removal of gallstones, 
the repair of an unhealed laceration of the 
cervix uteri in women who have borne children, 
the extirpation of warts and pigmented moles, 
and the removal of abnormal lumps in the 
breast or other portions of the body, ete., ete. 

In proper sequence we should now consider 
the diagnosis of cancer. In particular, one 
would stress the essential importance of being 
able to make a diagnosis in the early manifesta- 
tions of cancer. Amid the enormous array of 
experimental and elinical data that has been 
accumulated from investigations in the labora- 
tory and at the bed-side one fact stands out 
pre-eminently, conveying hope to the patient 
and a challenge to the skill in diagnosis of the 
medical attendant; I refer to the established 
fact that if cancer is recognized sufficiently 
early, while it is still a local disease, it may be 
cured by appropriate treatment. Of recent 
years an attempt has been made to interest the 
laity regarding manifestations of disease in 
various parts of the body that may portend 
early cancer growth, and of the great import- 
ance of consulting a medical attendant without 
delay. Propaganda of this character has un- 
doubtedly been the means of saving lives. 
Patients suffering from cancer come under 
observation at a much earlier phase of its 
development, and cures result. 

The responsibility of the medical man in the 
diagnosis of early cancer is paramount. Many 
cases will test the skill and resourcefulness of 
the practitioner to the limit. Large hospitals 
afford an opportunity for the study of a great 
number of eancer patients, but in smaller -com- 
munities and in country districts comparatively 
few cases come under observation. It therefore 
becomes the duty of competent men in larger 
eentres and of wide experience to disseminate 
knowledge regarding early diagnosis. In Canada 
a great deal of this work has been done. by 
the Canadian Medical Association through the 
agency of post-graduate lectures. By this means 
the significance of symptoms and the local signs 
of disease are taught, including the technique 
of a local examination and the principles in- 
volved, such as the necessity to handle suspected 
growths (e.g., in the breast) with the greatest 
gentleness, because both clinically and experi- 
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mentally it has been proved that massage (or 
rough handling) of a lump may disseminate 


cancer through lymphatic channels. In no ease 
should the diagnosis be left in doubt; whatever 
means are necessary to confirm the diagnosis 
should be undertaken. Failure to recognize an 
early cancer may prove to be an error fatal to 
the patient. 

The discussion of the appropriate treatment 
for cancer is a subject fraught with difficulty 
beeause of the room that exists for great diver- 
gence of opinion. Surgery and radiology, singly 
or combined, are the two main agencies em- 
ployed today to effect a cure. The type of 
treatment must differ, having regard to the 
locality of the cancer growth (easily accessible 
or otherwise), the extent of the growth, whether 
it is operable or inoperable, and the general 
condition of the patient. As a surgeon, one 
finds that the excision of an early cancer with- 
out secondary developments will result in a cure 
in a large number of cases. <A similar claim is 
made for radium, more particularly in those 
cancers that develop on the surface of the body, 
the skin and the mucous membrane adjacent to 
the body orifices. 

Both surgery and radiology are dangerous 
weapons in the hands of those who are not ex- 
pert in their use. The surgeon aims at complete 
extirpation of the cancer growth: this involves 
sound judgment and the development of an 
effective technique. The radiologist has a very 
complex problem demanding a knowledge of the 
physical properties of the x-ray and radium and 
the effect of radiation upon both the cells of the 
tumour and the normal cells of the tissues. He 
must also determine the adequate dosage neces- 
sary to effect a cure. 

Radium has a very profound effect upon the 
growth of the cancer cell. It is hoped that its 
usefulness will vastly increase with a wider 
knowledge of its capabilities, and with a more 
exact determination regarding the most effec- 
tive method of application within the margin of 
safety. Much progress has been made in the 
field of radium therapy sinee its first employ- 
ment. Much progress is still necessary to reach 
the ideal goal. Finality has by no means been 
reached in our investigations. This may be well 
illustrated by quoting from the last annual re- 
port (1933) of the British Empire Cancer Cam- 
paign where the following statement occurs :— 
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A great deal of very difficult research work is neces- 
sary to ascertain the best way of calculating the dosage 
of radium necessary, and in finding the best and most 
effectual manner of applying it, in guarding against 
accidents and complications when using such a dangerous 
and potent substance, and in trying to discover exactly 
how the effects are produced. 

One branch of research aims at discovering at which 
stage in the life history of the cancer cell it is most 
readily destroyed by the action of radium. 

There are a great many problems connected with the 
use of radium and x-rays, which still urgently require 
to be worked out in order to render this method of treat- 
ment of cancer safer and more effectual. 


As a rule you will find that the man who has 
had wide experience in the use of radium, and 
who has aequired an expert knowledge of its 
physical properties and its effect upon both the 
eaneer cell and the normal tissue, will be most 
conservative in his claims as to its value in 
cancer treatment. But this is not invariably 
the case. Unfortunately an impression has gone 
abroad that the radiologist in his enthusiasm 
occasionally makes unwarranted claims as to 
tlie efficacy of radium in eradicating cancer and 
effecting a cure. There can be no doubt of the 
fact that in radium we have a most potent 
weapon for our fight against cancer, but its 
place in our armamentarium is not yet definite- 
ly settled. We believe that its value should be 
assessed, not solely by the radiologist, nor yet 
by the surgeon, nor by the physician, but by a 
group composed of the radiologist, the physi- 
cian, the surgeon, and the pathologist, together 
with the physicist and biochemist. In fact, we 
urge that such a group should control the 
activities of a radiological department. They 
should be active in confirming - diagnosis, ap- 
proving of the particular method of treatment, 
and finally in assessing the results. Their find- 
ings would be reached apart from all prejudice 
or individual bias, entirely free from any 
suspicion that might apply to the individual, 
who, however honest his conviction, may arrive 
at opinions prematurely and with an unwar- 
ranted optimism. By such means the radio- 
logist reaps an inestimable advantage. With 
the cooperation, the support and the entire 
approval of the representatives of all branches 
of medicine, he advances on firm ground, and 
will secure and retain the confidence of the 
profession. 

In a ‘‘Lecture on Cancer with Special Refer- 
ence to Early Diagnosis’’ (Brit. M. J., 1934, 1: 
881) Mr. Roy Ward, Medical Director and 
Surgeon to the Radium Institute, London, has- 
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this to say regarding surgery and radium and 
x-ray therapy :— 


Our present methods of treatment are admittedly 
inadequate. In November last, at the Royal Society of 
Medicine, Professor Gask stated that a general survey 
of figures led him to conclude that the best we can 
expect either from surgery or from radium is a five-year 
survival rate of 20 to 25 per cent for tongue cancer, and 
40 per cent for uterine cancer. Hintze reported a five- 
year survival rate of 34 per cent following the treatment 
of 5,500 cases of carcinomata of all kinds at the surgical 
clinic at Berlin. This group included 836 skin cases, in 
which the results of treatment are extremely good; with- 
out these skin cases the percentage would be considerably 
lower. 

Despite our gradual progress towards the goal, 
variously defined as the discovery of the cure or of the 
cause of cancer, it is still impossible to tell how near 
that goal is or how long it will be before we reach it. 
When it is reached it may be that all our present methods 
will be proved wrong, and that they will have to be 
discarded. One often hears that those methods are 
obviously wrong, mainly because they are local weapons 
against a general disease. Nevertheless, they are the 
best we have, and the goal being an unknown distance 
away we must meanwhile make every effort to use them 
as efficiently as possible. The problem of cancer treat- 
ment is the problem of getting the most out of un- 
satisfactory methods. Early diagnosis, in which the 
patient’s help can and should be secured, and close 
cooperation, which is a matter for the medical profession, 
are certainly possible. There are obstacles in the way 
of both these things, but I feel as certain that those 
obstacles are not insuperable as I am that advance will 
be held up while they are allowed to remain. 


The death rate from cancer has increased to 
an alarming extent in the last decade. It now 
ranks second only to diseases of the cardio- 
vascular system as a cause of death. In the 
Provinee of Ontario, during the period from 
1923 to 1932 inclusive, the number of deaths 
from cancer (in both sexes) has steadily in- 
creased. The rate per 100,000 of the population 
has risen from 90.0 in 1923 to 110.0 in 1932, an 
increase of 23 per cent. Taking the statistics 
for all Canada, we find that from 1923 to 1932 
the number of deaths per 100,000 of the popula- 
tion had risen from 73 to 96, an increase of 
33 per cent. The increase in mortality rate 
has been continuously progressive for many 
years. This fact is emphasized if we take the 
statistics for Ontario over a period of 20 years. 
In 1914 the death rate per 100,000 of inhab- 
itants was 69; in 1933 it was 1138, an increase of 
no less than 59 per cent, as compared with the 
increase, quoted above, of 23 per cent in the 
last decade. In 1932 there were approximately 
125,000 deaths from cancer in the United States, 
and upwards of 60,000 in Great Britain, and it 
is stated that on the continent of Europe 
certain figures representing cancer mortality 

‘reach as high as 145 per 100,000 inhabitants, an 


increase of nearly 30 per cent over the highest 
rate quoted for the Province of Ontario. 

We are apt to think that cancer is most 
common among persons of both sexes in the 
fourth and fifth decades of life. It is true that 
more cases of cancer are registered at that 
period of life than at any other, but more 
people are alive from 40 to 60 years of age 
than, say, from 60 to 90 years of age, and we 
find that in proportion to the number of people 
alive at various ages the tendency to cancer 
increases progressively as the individual grows 
older. This is made clear if we take the 
statistics for one year (1931) for all Canada, 
showing the death rate from cancer per 100,000 


of individuals alive at different ages. The 
figures are as follows :— 

Under 30 years of age 4 

30 to 39 years of age 27 

40 to 49 years of age 93 

50 to 59 years of age 233 

60 to 69 years of age 491 

70 to 79 years of age 882 

80 years and over.... 1,137 


There is no doubt of the fact that the older 
the individual the more liable he is to develop 
eancer. This fact has a marked bearing on the 
increased mortality in cancer, because more 
people live to be over 60 years of age than ever 
before and the death rate from cancer in these 
old people is very much higher than in per- 
sons, say, from 40 to 60 years of age. In 
fact, in a communication published in the 
British Medical Journal of May 12, 1934, a 
paper by Dr. S. Peller (Zeit. f. Krebs., 1934, 
40: 465) is quoted in which he states that there 
is an actual: diminution in the incidence of 
cancer in the age groups up to 60 years, and 
only the group over 60 years shows an increase. 
This is not true for Canada, but it is a fact-that 
the great increase in cancer mortality in this 
country is in people over 60 years of age, as 
seen by the following statistics compiled for the 
registration area in Canada, showing the rates 
per 100,000 of the population,— 


1921 1981 
40 to 49 years of age 85 93 


50 to 59 years of age 210 227 
60 to 69 years of age 451 474 
70 to 79 years of age 773 873 
80 years and over... 856 1,158 


No doubt there are other factors operating 
to increase the rate of mortality in cancer. 
Fourteen years ago I reported two cases of 
carcinoma of the appendix in sisters, both of 
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whom were tuberculous, and I suggested at 


that time a_ possible relationship between 
tuberculosis and the etiology of cancer. In my 
address as President of the American Surgical 
Association, in 1931, I referred to the work of 
Sampson Handley, who showed twenty-five 
years ago that cancer spread by lymphatic 
permeation, and more recently he has concluded 
from experimental and clinical evidence that 
lymph stasis plays an important réle in the 
etiology of cancer. He believes that the ob- 
struction must last twenty to thirty years to 
produce cancer. He also observes that tuber- 
culous processes tend to produce lymph stasis, 
and cites lupus erythematosus as an example, in 
which after lymph stasis we may have papillary 
hypertrophy, definite papillomata, and ulti- 
mately cancer. He also quotes some interesting 
observations of Dr. Thomas Cherry, of Mel- 
bourne, who ascertained, statistically, that, 
whereas during the last thirty years the death 
rate from tuberculosis has greatly diminished 
and that from cancer has greatly increased, the 
combined death rate from tubercle and cancer 
together has remained at a constant level. One 
may add that Handley does not mean to suggest 
that tuberculosis is the sole cause of chronic 
lymphangitis; it might be produced, for 
example, by syphilis or possibly by some mem- 
bers of the pyogenic group of infective agents. 

Tuberculous invasion of the Fallopian tube 
may simulate carcinoma in its histological 
picture. Thus Barbour and Watson, in study- 
ing tuberculous pyosalpinx, found that, while 
the tubercle nodules were confined to the 
mucous membrane, there had been a hyper- 
trophy of the epithelium which penetrated 
deeply into the muscular layer, together with 
the formation of strands and masses of 
epithelial cells in the substance of the mucosa. 
This produced ‘‘an appearance very like car- 
cinoma’’. Further, at the extreme ends of the 
tubes they found the mucous membrane free 
from tubercles, but there existed marked hyper- 
plasia of the epithelial covering and a deeper 
extension into the muscular wall. Embedded 
in the muscle were gland-like spaces lined by 
epithelium at a considerable distance from the 
lumen. It is possible, therefore, that a definite 
relationship exists between cancer and tuber- 
eulosis, and that the great saving of life in 
tubercle may have as its counterpart an 
increased number of victims of cancer. In any 
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case the cures from tuberculosis leave a large 
number of people alive at the cancer age, and 
so account in part for the increased morbidity. 


Another consideration may be stated. The 
span of human life is longer than formerly; the 
average has advanced probably a full decade in 
recent years . Further, infective disease caus- 
ing death is not so common among aged folk; 
hence they are more likely to die of cancer, to 
which they would appear to be more vulnerable 
than younger people. 

A certain percentage of the increase in 
mortality rate is undoubtedly, also, accounted 
for by greater precision in the registration of 
deaths and by greater accuracy in the diagnosis 
of cancer. 


For various reasons, therefore, the statistical 
records showing a very great increase in the 
mortality rate of cancer may indicate a situa- 
tion to some extent more apparent than real. 
Nevertheless, we cannot close our eyes to the 
fact that cancer is unquestionably on the in- 
crease. We must strengthen our effort to fight 
this dire enemy of humanity with all the 
resources at our command. Our knowledge 
about cancer has increased, but there are many 
problems yet to be solved, both from the labora- 
tory and the clinical standpoints. 

Cancer is more prevalent among civilized as 
compared with savage races. Mr. Lockhart 
Mummery would ascribe this to the fact that 
civilized man has not been subjected to the law 
of natural selection for some thousands of 
years, and has suffered in consequence a 
diminution of the natural stability of his cell 
nuclei, and has acquired an abnormal tendency 
to gene mutation, which he regards as the 
essential cause of cancer. The more complex 
the machine, the more unstable it becomes. 


It would appear to be the duty of the 
Canadian Medical Association as a national 
body, representative of the profession of medi- 
cine in Canada, to take an active part in the 
campaign to eradicate this enemy of mankind 
from our midst. It is suggested that a body be 
formed in Canada under the egis of our associa- 
tion, similar in organization to the British 
Empire Cancer Campaign. Distinguished pat- 
ronage should be secured and under some such 
name as ‘‘The Canadian Cancer Campaign’’, 
with a carefully selected personnel, we should 
secure adequate financial aid for the purpose 
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in view. The cooperation of all groups of in- 
dividuals engaged in eaneer problems through- 
out the entire Dominion should be sought. By 
united effort our accomplishment should be a 
credit to Canada, if we take our legitimate 
share of the activities in the fight against 


eancer that has assumed world-wide propor- 
tions. Various countries have undertaken re- 
sponsibilities of this nature that constitute a 
challenge to us in Canada to play our part in 
the struggle to rid humanity of this dread 
disease. 


CANCER—THE PATHOLOGICAL ASPECT* 


By WILLIAM J. DEADMAN, B.A., M.B., 


Hamilton 


ANCER is a subject of paramount import- 

anee to all who follow medical pursuits. 
Every practitioner, be he physician, surgeen, 
pathologist, or radiologist, must stand aghast 
at the apparently increasing incidence of 
malignant disease. The lack of exact knowl- 
edge as to its etiology greatly limits his ability 
to advise any prophylactic measures, and, ex- 
cept in the early cases, his chances of adopting 
successful therapeutic measures. But, con- 
sideration of the very large amount of scientific 
investigation undertaken since the opening of 
the twentieth century, following the successful 
homologous transplantation of malignant tu- 
mours by Loeb and Jensen, should give a feel- 
ing of genuine optimism for the future. In- 
proved laboratory and clinical methods of 
diagnosis, and the remarkable strides in the 
development of radiation therapy, have greatly 
strengthened the hands of those attacking the 
disease. The hope of successful treatment still 
lies in the early recognition of the disease, and, 
fortunately, the patient is presenting himself at 
a much earlier stage for diagnosis and treat- 
ment. This adds considerably to the responsi- 
bility of the pathologist, who, studying the 
early lesions, ‘finds microscopic diagnosis a 
much more difficult problem than it was at the 
beginning of the century. At that time cancer 
was usually seen in its late? stages, when the 
histological picture was likely to be typical in 
a much higher proportion of cases. 

For the purpose of this paper the term 
““eancer’’ will be used in a general sense, in- 
dicating all forms of malignant neoplastic 


* A paper contributed to the Symposium on Cancer 
at the Annual Meeting of the Canadian Medical Associa- 
tion, at Calgary, June 21, 1934. 


From the Pathological Laboratories, Hamilton Gen- 
eral Hospital. 





disease. It will be impossible to go into any of 
the innumerable special problems connected 
with the subject in the time allotted. An at- 
tempt will be made to present a general view 
of the present position of the pathological 
aspect of the cancer problem, based not on any 
research on the subject but on the reading and 
experience incident to fifteen years’ service as 
pathologist to a 500-bed general hospital, in a 
city with a population of about 150,000. 

Cancer is by no means a modern disease. It 
was known to the ancient Egyptians as early as 
1500 B.C., and to the ancient Greeks in the sixth 
eentury B.C. Celsus, in the beginning of the 
first century A.D., was operating on breast 
eancer. Galen, in the next century, advanced 
the etiological hypothesis that cancer came from 
the concentration of black bile. From the fifth 
to the thirteenth centuries, the Arabian school of 
medicine practised the use of arsenic, together 
with surgical removal. “From the thirteenth to 
the fifteenth centuries practically no progress 
was made, either in the definition of cancer or 
in its treatment. From the fifteenth to the 
seventeenth centuries the use of printing and 
the discovery of the circulation of the blood 
diffused the knowledge of cancer and enabled 
many successful attacks to be made on Galen’s 
humoral theory. Paracelsus claimed that cancer 
was due to minerals in the blood. There were 
many odd theories and much confusion in the 
methods of treatment, though diagnosis and dif- 
ferentiation of types of cancer was somewhat 
improved. In the 17th century the recent dis- 
covery of the circulation of the blood, of the 
red blood cells, and of the lymph vessels, gave 
a great impetus to the study of cancer. The 
microscope was coming into use, and the etio- 
logical importance of bile was replaced by that 
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of lymph. Later, Peyrithe, in Lyons, questioned 
ihe lymph theory and discussed cancer and its 
toxins. German workers advanced various 
chemical theories. John Hunter returned to 
the theory that lymph was the basic element in 
the production of cancer. Other English 
workers took up the study of the pathological 
anatomy of cancer. In the early part of the 
nineteenth century, ‘‘The Society for Investi- 
gating the Nature and Cause of Cancer’’ was 
formed in London. In 1824, the discovery of 
the achromatic microscope ushered in the period 
of the histological study of malignancy, and, for 
a time, the theory that cancer was the result of 
the proliferation of special cells scattered among 
normal tissue cells held sway. Rokitansky 
studied the stroma of tumours and explained 
the variations in gross appearance. Virchow’s 
‘Cellular Pathology’’ (1860) and his dictum 
Omnis cellula e cellula gave a new direction to 
the study of tumours. Thiersch, by careful his- 
tologieal study of the epithelium in skin cancer, 
enlarged this dictum to that of Omnis cellula e 
cellula ejusdem generis, thus emphasizing the 
fact that cancer always runs true to an 
original type cell. Other workers verified this 
econelusion. In 1877 Cohnheim brought out his 
‘‘embryonie rest’’ theory, which theory, in the 
light of extended histological study of the 
body, still has much to recommend it. Great 
improvement in the classification of tumours, 
based on histological studies, took place in the 
latter part of the nineteenth century. The 
twentieth century, so far, has been signalized 
by a tremendous broadening of effort to solve 
the etiological problems in connection with 
malignaney, by the use of animal experimenta- 
tion, and by the study of various carcinogenic 
substances, most notably tar. 

The problem of determining the cause of 
malignant disease has engaged the attention of 
medical minds continuously since cancer was 
first recognized as a clinical entity. The search 
has never been. more intensive than at the 
present time. Many hypotheses have come 
forward, but, to date, not one has been able to 
completely withstand the criticism which at 
once became focussed on it. The parasitic 
theory, which held the stage for so long a 
period, has, for the time being at least, receded 
into the background. The discovery of Rous, 
in 1911, that sarcoma of the chicken could be 
transferred by the injection of cell-free fil- 


trates, seemed to point to the possibility of a 
filterable virus as the etiological factor. This 
idea was further developed by the work of 
tye in 1925, who claimed to have demonstrated 
with the ultramicroscope such a virus, which 
virus in conjunction with a so-called ‘‘specific 
factor’’ brought about malignaney. This work 
has failed of confirmation. In 1913, Fibiger 
was able to produce gastric carcinoma in 
rats by feeding them on the bodies of cock- 
roaches infested by a nematode, which he 
ealled Spiroptera neoplastica. This was the 
first successful attempt to produce eancer de 
novo, and is one of the outstanding pieces 
of cancer research. But in spite of these 
and many other contributions suggesting various 
bacteria, protozoa and other parasitic agents, 
as causal in their relationship to the disease, 
the weight of evidence is in favour of the 
view that the parasite, acting as an irritant, 
initiates some, at present unknown, series of 
changes in cell and tissue metabolism, and that, 
as a result of this long-continued irritation, 
malignant disease develops. 

Modern efforts to solve the problem of 
etiology are at present being directed to the 
study of the carcinogenic effects of chronic 
irritation by physical and chemical means. 
Virchow, in 1863, stressed this factor. The 
effect of sunlight was seen in the higher in- 
cidence of skin cancer in men than in women, 
having regard to the skin areas exposed to the 
sun’s rays. The early radiologists were found 
to develop cancer of the hands from constant 
exposure to the irritating effects of the x-ray, 
and experimental sarcoma was produced in 
rats by a group of French workers in 1910. 
But by far the most hopeful line of investiga- 
tion of the present day is that which deals with 
the study of cancer induced by the repeated 
application of tar. ‘‘Chimney-sweep’s cancer’’ 
had -been described in 1775 by Pott, who 
ascribed it to the chronic irritation of the 
constant exposure to soot. Many workers used 
tar applications on various animals without 
result, and it remained for Yamagiwa and 
Itchikawa in Japan, in 1915, to produce skin 
cancer successfully in rabbits by repeated 
painting with tar. In 1918, Tsutsui sueceeded 
in verifying these results in mice, and, in 1920, 
Fibiger and Bang, in Denmark, repeated the 
work of Tsutsui, using mice, and claimed 
success in 100 per cent of the animals used. 
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The earlier workers failed because they used 
such unsusceptible animals as the rat, chicken, 
guinea pig and dog, whose skins apparently do 
not react, although sarecomata have since been 
produced in some of them by injection of tar 
preparations into the tissues. The skins of 
the rabbit, mouse and human being have been 
found to react positively to this carcinogenic 
agent. Kennaway and his co-workers have 
recently noted that tar solutions give a fluores- 
cence similar to that of the benzanthracene 
group, which group was known to include some 
of the constituents of tar. The use of a com- 
pound known as 1: 2: 5: 6 dibenzanthracene of 
known purity was found to have greater car- 
cinogenic properties than had the tar itself, 
and, later, one or two other related products, 
such as benzpyrene, were found also to be car- 
cinogenic. 1: 2: 5: 6 dibenzanthracene is used 
in a 1/400 benzene solution. The skin is 
painted twice weekly. Cancer appears com- 
monly after about five months of application. 
Injected into the tissues, the agent produces a 
typical spindle-celled sarcoma. 

Déoderlein describes the process of carcino- 
genesis in the skin undergoing tar applications. 
There is first an acute and chronic inflamma- 
tory reaction. This is followed by destruction 
of the hair follicles, a thickening of the 
epidermis, and the development of skin de- 
fects, with a coincident development of papil- 
lomata. These papillomata ulcerate and the 
ulceration gradually becomes the seat of 
carcinoma about the fifth month. The gradual 
invasion of deeper tissues, and the formation of 
distant metastases, together with the typical 
histological changes, characterize the lesion as 
‘‘malignant’’. The evidence of a constitutional 
effect on the organism is seen by the observa- 
tion that multiple tumours are common, and 
that injury to the untreated portions of the 
skin may induce carcinomatous lesions. The 
caneer cells exhibit a chromosome behaviour 
characteristic of malignancy. 

The development of the knowledge that one 
or more definite chemical products can be used 
to produce malignant disease at will would ap- 
pear to mark a tremendous advance in the 
understanding of the disease. It establishes 
long-continued irritation as a definite factor in 
its causation. Five months in the life of a 
mouse would correspond to six or seven years 
in the life of a human being, and this would 





have some bearing on the fact that malignant 
disease in the human being is much more 
common in the later decades of life. It 
definitely weakens the case for a parasitic basis 
of cancer. Undoubtedly, many other factors 
have to be considered and evaluated. Some 
change occurs in the life cycle of the tissue 
cell, either in its metabolism or in such of its 
physical relationships as its surface tension and 
its hydrogen-ion concentration, and variations 
in these factors may be responsible for the 
degrees of susceptibility or resistance to car- 
cinogenesis noted by all workers in this field. 
No other line of investigation appears at the 
present time to be so hopeful of results in 
solving the problem of etiology. 


It is somewhat difficult to properly assess the 
value of heredity as a factor in human malig- 
nant disease, although the presence of ‘‘cancer 
families’’ has from time to time been suspected. 
The problem has received more attention 
through the medium of animal study, especially 
in mice, where the generations are sufficiently 
short to make possible the following up of the 
research through many generations in a reason- 
ably short time. Maude Slye, using mice of 
known strains, has made a study of a group of 
some 40,000, performing autopsies in all fatal 
eases. She concludes that the incidence of 
spontaneous tumours in this group is about 1 
in 8, that the forms of cancer manifested are 
similar to those seen in man, and that inbreed- 
ing of cancer strains greatly increases the 
incidence of tumours. She concludes that her 
results are in accord with Mendelian law, 
resistance to tumour formation being the 
dominant characteristic and susceptibility the 
recessive, and that heredity plays an important 
part in the occurrence of the disease. In the 
ease of the human being, the familial oceur- 
rence of glioma of the eye and of neurofibro- 
matosis suggests the possibility that the 
hereditary factor enters into the problem. 


Experience in the transplantation of cancer 
suggests that immune bodies may also have a 
part to play. The clinical observation that 


malignancy in the very young shows rapid 
growth, and that in certain cases of older people 
there occasionally appear to be regressions and 
sometimes spontaneous cure, can be most easily 
explained on the ground of the development of 
immune bodies. 


Extended studies of the ques- 
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tion of immunity in cancer are being pursued 
at the present time. 

The neoplastic tumour may be defined as an 
atypical autonomous growth of tissue cells which 
are closely related to some of the various forms 
of tissue cell to be found in the body. This 
eroup of cells does not behave in conformity 
with the other tissue cells in the body, whether 
or not related to it. The benign neoplasm re- 
mains self-contained throughout its life-history, 
and its component cells tend to assume almost 
completely the histological characteristics of 
mature cells. Cancer may be described, patho- 
logically, as the malignant form of neoplasia. 
Malignancy consists in the exhibition of several 
qualities, the principal ones being rapid growth, 
infiltration of surrounding tissue, the formation 
of distant metastases, and the exhibition of a 
histological picture in which the cells tend more 
and more to assume the embryonic type and 
stress growth and multiplication at the expense 
of function. This last characteristic is the 
reverse of what features the normal cell. The 
effect of this uncontrolled growth on the organ- 
ism is two-fold. The function of organs. in- 
volved by the disease is eventually seriously 
upset, and the degenerative processes which 
commonly accompany malignant growths which 
grow beyond a certain size apparently induce a 
toxemia which eventually proves fatal to the 
organism. The organism puts up a varying 
degree of resistance to the malignant process, 
depending on the general health, the age, the 
tissue mainly involved, the type of growth, and 
upon the imponderable factors of resistance or 
susceptibility. The tissue reactions usually seen 
are lymphocytic and eosinophilic increase, and 
the formation of fibrous tissue, the latter par- 
ticularly seen in the scirrhous carcinoma of the 
breast. The balance among all these factors 
determines the rate at which the disease pro- 
ceeds, and it is not impossible that the factor 
of immunity may be the chief one. Malignant 
disease in the young is commonly very rapid in 
its growth. Most physicians have seen definitely 
malignant neoplasms which have become sta- 
tionary for long periods, and most surgeons and 
pathologists can recall cases which, while show- 
ing all the clinical and histological ear marks of 
malignancy, undergo spontaneous cure. I have 
in mind two eases which I consider must be 
placed in this category. One feels that the 





factor of immunity must play an important part 
in such eases, at least. 

In the last analysis, the accurate diagnosis of 
malignancy must, in the present state of our 
knowledge, depend upon a study of the histo- 
logical characteristics of the tumour. There is 
no immunity reaction as yet of any value, 
though many have been tried. Studies of the 
chemical and physical changes in the blood of 
cancer patients yield nothing “of diagnostic 
value, although recent studies of the H-ion con- 
centration in blood and tissue are suggestive. 
Gross diagnosis of malignancy should be possible 
to the well-trained surgeon and pathologist in 
at least 80 per cent of cases, and microscopic 
diagnosis in another 10 per cent. The remaining 
10 per cent will present difficulties in inverse 
ratio to the skill and experience of the patho- 
logist. 

Histological diagnosis of cancer depends on 
the study of the cancer cell as such. Its degree 
of differentiation, the relation of it to its own 
stroma and to the tissues of its host, the degree 
and character of mitosis, detailed study of the 
reaction of the chromosomes in this mitosis, and 
the degree of degenerative change in the cell 
itself, are all factors which must be properly 
assessed in making a diagnosis. The greatest 
difficulty at present arises from the great in- 
crease in the number of early cases which come 
to the surgeon and to the pathologist, and this 
is responsible for the greatly increased number 
of border-line cases. The cell hyperplasia of 
chronic inflammatory change at times simulates 
very closely that of the true neoplastic condition. 
Bloodgood has shown that large numbers of 
breast lesions, which, years ago, were diagnosed 
as early malignancy, have not proved to be 
malignant, and this introduces the subject of 
the so-ealled ‘‘pre-cancerous’’ change. If cancer 
results from long continued chronic irritation, 
there must naturally be some transitional stage 
between benignaney and malignancy, but there 
is no actual proof that the ‘‘pre-cancerous’’ 
lesions become cancer. On the other hand, by 
the careful follow-up of many eases of pre- 
cancerous and border-line lesions, it would ap- 
pear that the great majority remain as such for 
many years, and hence should not be ranked as 
in any degree malignant. Bloodgood’s dictum 
that any lesion so difficult of diagnosis that good 
pathologists cannot agree as to its malignancy 
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is usually benign has much to recommend it. 
Malignancy, as a rule, declares itself somewhere 
in the lesion if a sufficiently careful search be 
made. If a specific stain for the malignant cell 
ean be developed, or if histological technique 
ean be so improved as to enable the pathologist 
to accurately distinguish the eancer cell from 
the non-malignant one, the problem of the 
border-line lesion will disappear. 

The question of grading the malignancy of a 
given tumour is one of great interest and im- 
portance. Broders, of the Mayo Clinic, was one 
of the early workers in this field, and grading 
is now applied to tumours of the skin, cervix 
uteri, breast, and other tissues. Broadly speak- 
ing, the criterion on which these gradings are 
based, viz., the degree of differentiation of the 
tumour cell, should give an indication of the 
probable rate of growth of the tumour. But a 
great many other factors must be considered. 
The clinical stage of the disease is important; 
the age of the patient is a factor; the amount 
of tumour tissue subjected to microscopic 
examination; the intangible factors of resist- 
anee and susceptibility cannot be overlooked. 
But, in spite of these objections, grading has a 
definite clinical value, if its limitations are 
borne in mind by pathologist and clinician, and, 
while errors will occur, considerable assistance 
to the surgeon and therapeutist and benefit to 
the patient will acerue in many cases. Warren, 
of Boston, reporting the results of autopsies 
performed in eases of cancer of the cervix 
which had been graded, was impressed by the 
value of grading in determining the degree of 
malignancy. 

Cancer is now one of the most common fatal 
diseases. Approximately one-seventh of the 
deaths after the age of 40 years are the result 
of malignancy. Bashford states that in Eng- 
land, among those over 35 years of age, 1 man 
in 11, and 1 woman in 8 will die of cancer. 
Vital statistics are, of course, not entirely de- 
pendable, but the figures of large hospitals and 
clinies, where diagnosis is more thorough, would 
seem to support Bashford’s figures. Cancer, 
according to various workers, notably, Maude 
Slye, is common as a spontaneous disease in 
animals. In my own laboratory I have had 
eases of chicken sarcoma, carcinoma of the 
kidney and thyroid in dogs, and numerous 
skin cancers in other domestic animals sub- 
mitted during the last few years. Studies of 





tumour-ineidence among animals in zoological 
gardens in Philadelphia and London show the 
relative frequency of malignant disease there. 
The incidence increases with the age of animals. 
Mammals are more subject to the disease than 
birds, and tend to show it mainly in the 
digestive tract, while birds more commonly 
show it in the genito-urinary system. The 
disease appears to be increasing, but whether 
this is apparent or real cannot, perhaps, be 
definitely settled at the present time. The 
public is more ‘‘cancer-conscious’’ and many 
patients now report for diagnosis and treat- 
ment who in earlier years would have died 
undiagnosed. The deaths would have figured 
in the vital statistics of the day under some 
other classification. To the pathologist who 
handles much surgical and autopsy material 
there would appear to be some increase. Better 
diagnosis is undoubtedly a factor. Preventive 
medicine has in most countries materially 
lengthened the life expectancy. If long-con- 
tinued chronic irritation, set up by various 
carcinogenic agents, be the most important 
factor in the causation of the disease, this 
added span of life gives this factor more scope, 
and an inerease in cancer incidence is to be 
expected. In other words, preventive medicine 
lessens the death rate from infections, increases 
the number of people alive in the later decades, 
and will supply a more fertile field for the 
development of cancer. The hazards of certain 
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Opera- | Malig- 
Year | tions | nancies|Per cent| mata | mata | Tumours 
1924| 1,185 | 76 | 6.5 | 68 | 7 | a 
1925 1,377 89 6.6 84 5 0 
1926 1,455 90 6.2 84 6 0 : 
1927 | 1,432 84 5.9 79 3 2 
1928 | 1,467 | 130 | 8.8 | 19 | 8 | 3 
1929| 1,356 | 94 | 70 | 87 | 5 | 2 
1930] 1,476 | 120 | 8.9 | 10 | 9 | 1 
1931 | 1,873 | 143 | 7.6 | 134 | 8 | 1 
1982 | 1,690 | 128 | 7.9 | 12 | 14 | 2 
1933 | 1,824 | 170 | 9.3 | 155 | 13 | 2 
Total] 15,135 | 1,124 is , 1,032 78 14 
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ceeupations, especially those where exposure to 
eareinogeniec agents is unavoidable, is apt to 
increase the incidence. 

I have made an analysis of all the surgical 
tissue passing through the laboratory of the 
Hamilton General Hospital for the ten-year 
period 1924-1933, the results of which are 
shown in the accompanying Tables. Tissue 
from 15,135 operations was examined; 1,124 
specimens were diagnosed as malignant, which 
gives a general percentage of 7.5. In the first 
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four years of the period, the percentage of 
surgical patients showing malignancy ran just 
above 6. In the last six years, the percentage 
was 7 to 9.3. These figures may mean nothing 
at all, as so many factors have to be considered, 
but I cannot avoid the impression that we are 
seeing more malignancy today than we did even 
ten years ago. Tumours of the lining mem- 
branes provide 90 per cent of the total; 
tumours of the female breast form 21 per cent; 
of the female genitalia, 20 per cent; of the 
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gastro-intestinal tract, 19 per cent; of the male 
genitalia, 7 per cent; and of the skin, 7 per 
cent. These figures would, no doubt, cor- 
respond to those of any centre of similar size. 

In conclusion, may I say that in a brief com- 
munication many interesting and important 
phases of so broad a subject must necessarily 
be overlooked. The developments of the past 
generation have changed the aspect of the 
problem, and the chances of solution seem 
brighter than at any time in its history. Further 
advance in the knowledge of the pathology of 
the disease will depend mainly on the solution 
of the problem of etiology. The recent work on 
the isolation of efficient carcinogenic agents in 
pure form would seem a great step forward. 
Studies of the antibody production incident to 
the presence of cancer cells in the body, and of 
immunity to neoplastic growths, may not only 
aid in solving the etiological problem but may 
furnish weapons with which to fight the disease. 
The knowledge of the intimate physical and 
biochemical metabolism of the cancer cell and 
of its host will be extremely helpful. In the 
meantime, the management of the disease will 
continue to be based largely on microscopic 
diagnosis. The use of biopsy, even with its 
limitations, has a very important place in the 
correlation of the pathology of the disease with 
its therapeutics. The broadening interest of 
pathologists in a closer study of border-line 
lesions which simulate cancer, and which are 
usually not malignant, is increasing the know- 
ledge of the histology of the disease and is of 
great clinical service. Grading of malignant 
neoplasms, that is, giving an estimate of the 
potential malignancy, is an advance whose full 


TINCTURE OF IODINE IN TREATMENT OF SEPTIC 
ABORTION.—F.. A. Wahl states that at Marburg treat- 
ments of septic abortions (1) along conservative lines, 
(2) by ecuretting, (3) by intervention, provided hemo- 
lytic streptococci are not found, (4) by deferring curet- 
ting till the third to the seventh apyrexial day, have all 
been found inferior to the method introduced by Kehrer, 
in which, immediately after operative emptying of the 
uterus, an interior application of diluted tincture of 
iodine is made. If an abortion is incomplete and un- 
complicated by extrauterine extension, the cavum after 
careful dilatation of the cervix is washed out with several 
litres of 0.05 per cent potassium permanganate solution 
at 50° C., and is emptied by the finger and/or a sharp 
After a second similar lavage two strips of 


curette. 








benefit will be felt by physician and patient 
when all the associated factors are taken into 
account. There is need for further study to this 
end, and progress can be made only if accurate 
after-histories are carefully recorded. There is 
much reason to be gratified at the progress made 
since the beginning of the century, even if it 
has not yet resulted in much improvement in 
the incidence or control of the disease. There 
is also much ground for the hope that in the 
reasonably near future the problem will be 
solved. When the etiology, immunology, pro- 
phylaxis, and therapeutics of malignant disease 
are established, its control will then be only a 
matter of efficient public health measures. 


BIBLIOGRAPHY 
1. BLoopaoop, J. C.: Border-line breast tumours, Am. J. 
Cancer, 1932, 16: 103. 
2. BoGEN, E. AND Loomis, R. N.: Tobacco tar: an experi- 


mental investigation of its alleged carcinogenic action, 
Am. J. ‘Cancer, 1932, 16: 1515 


3. BARRY, G. AND CooK, J. W.: A, comparison of the action 
of some polycyclic aromatic hydrocarbons in producing 
tumours of connective tissue, Am. J. Cancer, 1934, 20: 
58. 


4. Boyp, W.: Surgical Pathology, Saunders, Phila., 2nd ed., 
1929. 


5. Burrows, H., Hriecer, I. AND KRENAWAY, E. L.: The 
experimental production of tumours of connective tissue, 
Am. J. Cancer, 1932, 16: 57. 


6. Ety, J. O.: Studies of the hydrogen-ion concentration of 
the blood in cancer, Am. J. Cancer, 1933, 17: 58. 


7. EwInG, J.: Neoplastic Diseases, Saunders, Phila., 3rd ed., 
1928. 


8. HAAGENSEN, C. D.: — neoplastic disease, Am. J. 
Cancer, 1931, 15: 


9. HAAGENSEN, C. D.: hg ‘heats for the histologic grading of 
carcinoma of the breast, Am. J. Cancer, 1933, 19: 285. 


10. LEVINE, M.: Studies in the cytology of cancer, Am. J. 
Cancer, 1931, 15: 144. 


11. LUMSDEN, T.: Tumour immunity, Am. J. Cancer, 1931, 15: 
563 


12. REIRNANN, S. P.: The issues at stake in the grading of 
tumours, Arch. Pathol., 1929, 8: 803. 

13. RATcLIFFE, H. L.: Incidence and nature of tumours in 
captive ‘wild mammals and birds, Am. J. Cancer, 1933, 

14. SEELIG, M. G. AND CooprErR, Z. K.: A review of the recent 
literature of tar cancer (1927-1931 inclusive), Am. J. 
Cancer, 1933, 17: 589. 

15. Seeuic, M. G.: Dibenzanthracene 1: 2: 5: 6 as a carcino- 
genic agent, Am. J. Cancer, 1934, 20: 827. 

16. WARREN, S.: The grading of carcinoma of the cervix uteri 
as checked at autopsy, Arch. Pathol., 1931, 12: 783. 


- 


gauze dipped in a 10 per cent solution of tincture of 
iodine are successively placed for five minutes in the 
cavum uteri. Quinine and pituitary extract are also 
given. During the past eight years 145 cases thus 
treated gave a mortality of 1.4 per cent only, and showed 
a notable shortening of the average stay in hospital to 
eight days. This treatment, like other active measures, 
is contraindicated by complications such as parametritis, 
adnexal inflammation, or vulvo-vaginal ulceration. Its 
efficacy is ascribed in some degree to bactericidal activity 
of iodine, but also to stimulation by alcohol, induction. 
of uterine contractions, and the occurrence of local im- 
munizing reactions in the necroses which occur after 
the application.—Zentralbl. f. Gynék., Sept.’ 8, 1934, 
p. 2121. Abs. in Brit. M. J. 
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THE PLACE OF SURGERY IN THE TREATMENT OF CARCINOMA 
OF THE ALIMENTARY TRACT* 


By Donavp C, BALFour, 


Rochester, Minn. 


HE alimentary tract is all too frequently the 

site of carcinoma. The disease may occur in 
any portion of the tract, and, while it is relative- 
ly commonly found in the stomach, large in- 
testine, or esophagus, it is exceedingly rarely 
found in the longest portion of the tract, namely, 
the small intestine. In 833 consecutive cases 
encountered in The Mayo Clinic in a period of 
twelve months, in which a diagnosis was made of 
carcinoma of the alimentary tract, the site of 
the lesion was that given in Table I. 


TABLE I 
SITUATION OF CARCINOMAS OF THE ALIMENTARY TRACT 


Situation 


Patients Per cent 
We siwrcsnwiadcads (Esophagus ..........- 11.6 
ME stick Si slwratcireins PROMNON fadeessiawceses 50.3 
Be tease area wena Small intestine ........ 1.2 
OE  ddecewensenien Large intestine ....... 10.9 
SEG bik secretin OCONEE os caiiwecewees's 25.9 
Bae wade wewanere Total 99.9 


eeeeereeeeeeeeeee 8 SUes 
_ 


The segments in which carcinoma commonly 
is found are those which are subjected to the 
greatest trauma, either intrinsic or extrinsic. 
The common sites for the disease to establish 
itself, therefore, are the lower portion of the 
cesophagus, the lesser curvature of the stomach, 
the reecto-sigmoid, and the rectum. The relative 
immunity of the small intestine to primary car- 
cinoma is further evidence that chronic irrita- 
tion, in its broadest sense, may be an important 
factor in determining the site of carcinoma. 
Concerning the small intestine, there is, too, the 
probably significant fact that embryologically it 
is the primitive gut; the stomach and colon are 
of later development in the evolution of the 
intestinal tube. 

It would seem reasonable that the rules of 
prophylaxis which are applicable to external 
organs should be applied, also, to internal 
organs, in the hope of decreasing therein the 


* A contribution to the Symposium on Cancer at 
the Annual Meeting of the Canadian Medical Association, 
Calgary, June 21, 1934. 





incidence of carcinoma. I have little doubt that 
the likelihood of the development of carcinoma 
of the alimentary tract is less among persons 
who exercise reasonable care in the quantity and 
quality of the food they eat than it is among 
those who have an habitual disregard for these 
and other rules of hygiene. 


SyMPTOMS AND DIAGNOSIS 


In addition to having a common predisposing 
factor, carcinomas of the various portions of the 
alimentary tract have similarities in respect to 
symptoms and diagnosis. Carcinoma in any 
situation rarely is associated with pain (in the 
early stages), and in carcinoma of the alimentary 
tract this unfortunate fact is particularly true. 
The early symptoms of carcinoma in this situa- 
tion are so vague that the physician may not 
think to employ those methods which would make 
possible early diagnosis. Apart from hemorrhage 
or perforation, complications which rarely occur 
early, the first manifestation of malignancy of 
the alimentary tract usually is some disturbance 
of function. Because of the complex neuro- 
muscular mechanism of the tract the motor func- 
tion easily is disarranged, and this results in 
symptoms of which the patient is conscious to a 
greater or lesser degree. 

In the diagnosis of lesions of the gastro- 
intestinal tract certain signs and symptoms are 
particularly significant. For example, dys- 
phagia is an early sign of carcinoma of the 
esophagus; fullness after a moderate meal 
arouses suspicion as to the presence of carcinoma 
of the stomach; and increasing constipation sug- 
gests a malignant growth of the large intestine. 
These early indications, however, frequently are 
of slight degree, and this, in conjunction with 
the fact that (except in cases of carcinoma of 
the esophagus) a growth may attain consider- 
able size or extensively infiltrate surrounding 
tissues without disturbing motor function, ex- 
plains in large part the infrequency of early 
recognition of the disease. 
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It cannot be too often repeated that there 1s 
no typical syndrome of early carcinoma of the 
alimentary tract, and that the symptoms com- 
monly given as being associated with the disease 
are those of the later stages and not of the early 
stages. It is of fundamental importance, there- 
fore, to realize that the usual first manifestation 
of malignancy in the alimentary tract is slight 
disturbance of function. 

The chief concern in the diagnosis of ear- 
cinoma of the alimentary tract is the possibility 
of its early recognition. The more often the dis- 
ease can be detected while it is still a local pro- 
cess, the higher the percentage of patients cured. 
The relationship between early diagnosis and 
eure is as yet unknown, but even should some 
method be found to detect and to determine the 
site of a malignant process in its incipiency, I 
believe that promises as to the curability of 
early-discovered carcinoma would be found to 
be excessively optimistic. I do not minimize, 
nevertheless, the value of informing the public 
of what little the medical profession knows 
about the disease, and even if reckless statements 
are made as to what could be accomplished if 
an early diagnosis were made, the effect may 
be all that can be expected in our present know- 
ledge of carcinoma, namely, to decrease the per- 
centage of cases in which, when first encountered 
by a competent. physician, the condition obvious- 
ly is beyond any hope of cure. 

The obligation of members of the medical pro- 
‘fession is to instruct themselves and laymen in 
the one fact that it is only by complete examina- 
tion that a diagnosis of early carcinoma of the 
alimentary tract can be made. Rectal carcinoma 
is the only one which can be detected early by 
physical examination, and for this reason digital 
examination of the rectum never should be 
omitted. As Giffin has pointed out, such ex- 
amination might well be done first, so that it 
will not be inadvertently omitted. 

Complete examination should include fluoro- 
scopic and roentgenographic studies by a com- 
petent roentgenologist. It is obvious, however, 
that complete examination is not practical at 
present as a routine, and it is this fact that de- 
mands such experience and judgment on the 
part of the clinician. The more extensive the 
celinician’s experience with carcinoma of the ali- 
mentary tract, the more ready he is to attach 
significance to signs and symptoms which to one 





of lesser experience would not appear to justify 
further investigation. The astute clinician under 
such cireumstanees will not be satisfied until the 
only examination by which early malignancy of 
the alimentary tract ean be detected, that is, 
roentgenographie examination, has been made. 
Kiven more important, he will continue such ob- 
servations until a diagnosis has been established 
or his suspicions have been allayed. What is 
needed, therefore, is that a simple and inexpen- 
sive method of roentgenological examination of 
the gastro-intestinal tract be made available, and 
that interpretation of findings be made by those 
of adequate training. 


TREATMENT 


The purpose of treatment of carcinoma of the 
alimentary tract, first, is cure, and, secondly, 
palliation. 

That the disease is curable has been shown 
conclusively, and the only method of treatment 
which can deal adequately with the disease is 
wide removal of both the primary growth and 
the regional lymphatic structures. It should be 
pointed out that the only fair estimate of the 
curability of carcinoma of the gastro-intestinal 
tract is based on eases in which removal can be 
accomplished. The percentage of cases in which 
diagnosis can be made and resection can be done, 
varies from approximately none among cases of 
carcinoma of the esophagus to 41 among cases 
of carcinoma of the rectum. In The Mayo Clinie, 
the rate of resectability for carcinoma in the 
various situations in the gastro-intestinal tract, 
based on cases in which operation was per- 
formed in a period of twelve months, is that 
given in Table II. 


TABLE IT 


RATE OF RESECTABILITY OF CARCINOMAS OF 
THE ALIMENTARY TRACT 


Situation of Patients Subjected to 

carcinoma operated on resection Per cent 
(Esophagus ..... 0 0 0 
Stomach ....... 271 125 46 
Small intestine .. 8 6 75 
Large intestine . 168 84 50 
Rectum ....c.0. 152 89 58 

i eee eer er 599 304 50 


Resectability depends on many factors, the 
most important of which is the accessibility of 
the lesion. It is for this reason that car- 
cinoma of the esophagus, although it is, theoret- 
ically, the most curable of any malignant lesion 
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of the alimentary tract, is the most consistently 
fatal, as surgical removal is practically pro- 
hibited. On the other hand, carcinoma in any 
other portion of the alimentary tract may be 
sufficiently accessible so that on that score 
removal may not be prohibited. It is true that 
lesions which involve the upper portion of the 
lesser curvature of the stomach seldom are 
resectable. This is not entirely due to in- 
accessibility, but rather to the difficulty of 
removing all of the diseased tissue, and incom- 
plete removal of the primary carcinoma is 
worse than useless. In the colon and rectum 
removal usually is possible wherever the growth 
may be situated, operative procedures being 
suitably modified to permit satisfactory ap- 
proach to the lesion. 

Since the majority of lesions, except those of 
the csophagus, are accessible, the chief basis 
for operability is the extent of the disease, the 
involvement of adjacent lymph nodes, and dis- 
tant metastasis. In carcinoma of the stomach, 
the most common reason for inoperability is 
extra-gastric involvement, and this explains 
why removal is possible in only about 22 per 
cent of the cases encountered. Involvement of 
regional lymphatic structures usually is early 
in gastric carcinoma, and much more easily 
extends beyond the possibility of surgical re- 
moval than does lymphatic involvement in cases 
of carcinoma of the colon. Similarly, distant 
metastasis, for example in the pelvis or supra- 
clavicular lymph nodes, develops much earlier 
in association with gastric carcinoma than with 
carcinoma of the colon. 

The most common site for distant metastasis 
in eases of malignancy of the colon is the liver, 
and if this organ apparently is not involved it 
is unlikely that any other distant metastatic 
growths will be present. It is for this reason 
that the chances of removing a carcinoma of 
the colon are at least twice as great as are the 
chanees of removing a carcinoma of the 
stomach. <A further reason is the fact that a 
lesion of considerable size in the stomach may 
give rise to symptoms that are insufficient to 
cause the patient to go to a physician, whereas 
a lesion of the same type in the colon fre- 
quently is associated with most pronounced 
symptoms. Again, carcinoma of the stomach 
commonly is of the scirrhous type, but this type 
does not infiltrate in the same way in the colon, 
and partly because of this carcinoma of the 





stomach can be removed much less frequently 
than ean colloid or ulcerative lesions which are 
more sharply demarcated. 

The indications for the treatment of car- 
cinoma of the alimentary tract will depend also 
on the situation and extent of the growth, the 
presence or absence of metastasis, and the age 
and condition of the patient. In eases in which 
obvious metastasis is not present, operation 
should be advised and exploration earried out 
as promptly as possible, except in the presence 
of carcinoma of the esophagus. Although ear- 
cinoma in this situation may theoretically be 
operable, the hazards involved in extirpation of 
the growth and reconstruction of the tract may 
be so great, and the prospects of a result that is 
really worthwhile to the patient so slight, that 
the operation rarely is justified. It is true that 
success has been reported by Thorek, Grey 
Turner, and others, but success is so notable as 
to emphasize the almost insurmountable prob- 
lems confronting the surgeon in this disease. 

The factors which determine the advisability 
of exploration for malignant or apparently 
malignant lesions of the stomach deserve 
elaboration beeause of their special significance 
and importanee. The question whether metas- 
tasis is present in eases of carcinoma of the 
stomach is of first importance in determining 
whether or not surgical treatment is indicated. 
Fortunately, early, distant metastatic growths 
occur in situations in which they can be de- 
tected by careful examination, and when they 
are found, the problem is clarified in so far as 
any prospects of cure are concerned, but when 
they are overlooked, unnecessary exploration 
may be made. The most common sites of dis- 
tant signs of incurability are the supraclavicu- 
lar lymph nodes and the peritoneum of the 
rectal shelf. Nodules in either site denote 
incurability, but not always undesirability of 
exploration. When enlarged lymph nodes are 
palpable in the supraclavicular region, and the 
patient is known to have carcinoma of the 
stomach, the nodes must be considered metas- 
tatic until proved to be otherwise. Usually 
they fit into a picture already identified as that 
of inoperability, and the assumption that they 
are malignant is warranted. Occasionally, how- 
ever, the primary growth is small, obstruction 
is present or impending, and the enlarged 
lymph nodes are not as typical of metastatic 
nodules as are those which usually are en- 
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countered. It is then necessary to excise, under 
local anesthesia, a nodule satisfactory for 
microscopic examination, and treatment is then 
directed according to the result of this study. 
If the excised node is malignant, operation 
always is contra-indicated, even if marked ob- 
struction is present, for the life of the patient 
is so near an end that non-surgical treatment 
of the obstruction is best. If the nodes prove 
to be inflammatory, and there are no other 
detectable metastatic growths, exploration is 
indicated, unless the lesion, or its local exten- 
sion, or other factors make it unwise. 

Careful search should be made for involve- 
ment of the peritoneum of Douglas’ pouch, for 
this may be the site not only of early but also 
of the only metastatic growth. Rectal ex- 
amination of patients who have carcinoma of 
the stomach should never be omitted. It 
should be made after the bowel has been 
cleared of fecal material, and the patient 
should be examined in both the lithotomy and 
knee-chest positions. It is because these rectal 
secondary growths probably are true implants 
that operation on the primary growth may be 


advisable occasionally, even when secondary 


rectal implants definitely are present. For ex- 
ample, the patient who is in good general con- 
dition, but who has an antral lesion producing 
obstruction, may be greatly benefited by opera- 
tion, both in respect to relief of symptoms and 
length of life, even if the ‘‘rectal shelf’’ is en- 
countered in the course of the pre-operative 
examination. 


The more common adjacent sites of metas- 
tasis from gastric carcinoma are the liver and 
the umbilicus, and when metastatic growths are 
clinically demonstrable in these regions opera- 
tion is contra-indicated, regardless of other 
circumstances. Extra-abdominal metastasis is 
relatively rare in carcinoma of the stomach, 
except that which affects the supraclavicular 
lymph nodes. In a study of all the roentgeno- 
logical examinations of the lung made in the 
Clinic up to 1930 Kirklin and Ochsner found 
that pulmonary lesions, definitely secondary to 
carcinoma of the stomach, were extremely un- 
common, and could be found in only three 
instances. Abdominal metastatic growths, other 
than the forms mentioned, are not infrequently 
detectable, or suspected by the demonstration 
of fluids or of extra-gastric masses, and such 
findings definitely contra-indicate any surgical 
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treatment. The significance of irremovable 
metastatic growths discovered at exploration, 
therefore, is ineurability, but, as will be pointed 
out, such growths may not preclude the possi- 
bility of long-continued palliation in certain 
eases by removal of the primary growth. 

Examination of the upper part of the ab- 
domen frequently will disclose findings of 
importance in deciding as to the advisability of 
operation. When such information is cor- 
related with the roentgenological report of the 
eharacter of the lesion, as shown by fluoro- 
scopy and roentgenography, the possibilities of 
surgical treatment become more predictable. 
There are frequent apparent inconsistencies, 
however, between physical findings and surgical 
possibilities. The most common fallacy is that 
the non-palpable growth is more likely to be 
found removable than the palpable one, but the 
reverse often is true. The large growth fre- 
quently is of the colloid type, with sharply 
defined margins, whereas the small lesion may 
extend by infiltration, and have little tendency 
to the formation of tumour. When the growth 
ean be palpated, its mobility is of extreme im- 
portance in estimating the possibility of removal, 
and a very large tumour, freely movable, par- 
ticularly laterally, apparently is more likely to 
be found resectable than a small tumour which 
is more or less fixed. 

The age of the patient is important in con- 
sidering the advisability of operation for 
gastric carcinoma. Other things being equal, 
the younger the patient, the clearer are the 
indications for exploration, and it is on relative- 
ly young patients that the most extensive 
operations are justified. 

Pain in gastric carcinoma has significance in 
respect to operability. Although distress is a 
common symptom, severe pain is rare, and 
usually is the result of extra-gastric involve- 
ment from penetration or perforation of the 
growth. Because of this pain is an unfavour- 
able sign, and when it is pronounced, and par- 
ticularly when it extends posteriorly, the possi- 
bilities of thorough removal of the growth are 
very remote, even though the size and situation 
of the lesion apparently favour removal. 

Of significance, also, is a marked sensation of 
fullness after the ingestion of a small quantity 
of food. Although fullness after eating is one 
of the most common of the early manifestations 
of gastric carcinoma, and therefore of no par- 





Mar. 1935] BALFOUR: 


SURGERY IN CARCINOMA 


249 








ticular significance from the standpoint of oper- 
ability, inability to take small quantities of food 
and drink usually is evidence that extensive in- 
volvement of the walls of the stomach already 
has taken place. Dysphagia suggests encroach- 
ment on the cardia and is a bad prognostic sign. 

The value of laboratory investigations in car- 
cinoma of the stomach, from both diagnostic 
and prognostic standpoints, is very limited. It 
is now well known that little dependence can be 
placed on the presence or absence of free hydro- 
chlorie acid in diagnosis of the disease, since in 
approximately 50 per cent of cases of proved 
carcinoma of the stomach free hydrochloric acid 
is present. From a prognostic standpoint it has 
been interesting to find that studies made by 
Gray of patients cured by gastric resection 
demonstrated that the rate of curability was 
definitely higher among those with achlorhydria 
than among those whose stomachs contained 
hydrochloric acid, and apparently the higher 
the value for acid, the less the prospect of cure. 

The correlation between clinical signs and 
symptoms, on the one hand, and roentgenologic 
examination, on the other, is of the greatest im- 
portance. Fluoroscopie and roentgenographic 
examinations by a competent roentgenologist 
will give more definite information as to the 
characteristics of the growth than all other 
methods combined. Roentgenology, to be cor- 
rectly employed, however, must be properly cor- 
related with the clinical signs and symptoms. 

The treatment of carcinoma of the alimentary 
tract depends, as already has been pointed out, 
on both the situation and the extent of the dis- 
ease. In carcinoma of the csophagus, since 
operation practically is prohibited, palliation is 
all that ean be accomplished. The best form of 
palliation at present is relief of obstruction by 
dilatation. The former practice of performing 
gastrostomy in cases of obstruction of the cardia 
from carcinoma has been abandoned with the 
introduction of methods of dilatation. The pro- 
longation of comfortable life by repeated dilata- 
tion is definite, as Vinson has pointed out. 

In carcinoma in other situations in the ali- 
mentary tract, surgical exploration will disclose 
a certain number of cases in which the condi- 
tion is inoperable, but would not be proved to 
be so by clinical examination. 

In those eases in which circumstances are such 
as to justify removal of the growth there are 


certain general principles on the basis of which 
this should be done, although there are many 
methods, each of which has definite indications. 
The first requirement is that it must be possible 
to remove the primary growth completely. There 
is nothing so ineffective and inadvisable as 
partial removal of the primary lesion. The 
operation is useless, not only from the viewpoint 
of cure but the operative risk is great. As 
Lahey has pointed out recently, a surgical death 
under these circumstances can never be justified. 
Just how distant the line of resection should be 
from the visible evidences of the disease varies 
in different situations. In the colon, the limit 
of the disease usually can be readily determined, 
but in the stomach the scirrhous type of car- 
cinoma easily may confuse the surgeon as to its 
extent, particularly along the lesser curvature 
of the stomach, which is the direction in which 
the disease extends. In addition to wide re- 
moval of the primary growth, the accessible 
regional lymph nodes, whether or not they are 
enlarged, should be removed. Following re- 
moval of the growth, gastro-intestinal continuity 
should be restored, so that all lines of anasto- 
mosis will be secure and well-protected, and so 
that the reconstruction will be mechanically 
perfect. Finally, all these requirements should 
be fulfilled with the least possible risk of death 
or morbidity. 

Carcinoma of the stomach, from the stand- 
point of surgical treatment, presents many prob- 
lems. The disease differs from carcinoma of the 
rectum in that in the latter radium, apparently, 
occasionally has some definite use, whereas in 
carcinoma of the stomach there has been found 
as yet no practical method for its use. The only 
possibility for cure, therefore, is in removal of 
the growth, and any portion of the stomach, or 
the entire organ, may be removed by a surgical 
procedure. Recent studies have shown that al- 
though carcinoma very rarely gives any gross 
evidence of extension into the duodenum, micro- 
seopically, in a definite percentage of cases, car- 
cinoma-cells can be found to have spread into 
the duodenal submucosa. It is wise, therefore, 
in removing malignant growths which have ex- 
tended to the pylorus, to include a substantial 
section of the first portion of the duodenum. 
Again, the widest possible removal of the lymph 
nodes is necessary, and in the scirrhous type of 
carcinoma the line of resection should be placed 





250 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


[ Mar. 1935 


—CCCOOlllllllllllEEEeEeE=SEoEO~——ESSSQQQQQQEEEEEEQEEEEEESESEESELLL 


at a distance of at least 3 em. from the apparent 
lesion. 

The curability of carcinoma of the stomach 
depends to a considerable extent on the 
thoroughness with which the growth and re- 
gional lymphatic structures are removed. The 
methods of resection are many, but I believe 
they all should be based on the principle of the 
Billroth II procedure. The direct anastomosis 
of stomach and duodenum after resection for 
carcinoma may be followed by obstruction due 
to recurrence about the line of anastomosis, 
thereby defeating one of the important pur- 
poses of the operation, that is, to protect the 
patient against such complications as obstruc- 
tion. Occasionally the growth is so situated 
along the upper portion of the greater curva- 
ture that the lesion can be excised without 
changing the gastro-intestinal continttity, that 
is, by direct closure of the defect following 
excision. 

The rate of operability of carcinoma of the 
stomach shows that consistently, year after 
year, in about 45 to 50 per cent of the cases in 
which exploration is performed the growth can 
be removed. The mortality rate for combined 
resection of all types is approximately 10 
per cent, although with routine pre-operative 
preparation of these patients, and careful 
selection of the type of operation, we had one 
series of more than 200 consecutive cases in 
which resection for gastric carcinoma was per- 
formed with a mortality rate of 5 per cent. 

Graham,’ in urging that ‘‘we reverse our at- 
titude to this disease, and, instead of speaking 
of the mortality factor, stress the incidence of 
cure’’, has expressed the belief that the only 
hope of altering the mortality rate of carcinoma 
of the stomach is by serious investigation in 
each ease, primarily by means of a carefully 
elicited history, and, secondarily, by radio- 
graphic methods competently applied. ‘‘The 
economic seriousness of this disease,’’ wrote 
Graham, ‘‘can best be appreciated by the fact 
that in the United States 90,000 people die of 
carcinoma each year. Of this number, 34,000 
die of carcinoma which originates in the 
stomach.’’ 

In studying the curability of carcinoma of 
the stomach, Gray’ reported that five years after 
operation, 20 per cent of the patients were alive 
and apparently well, including those patients 
who were subjected to operations for palliation. 


However, of patients who were operated on 
early enough so that the disease was still con- 
fined to the stomach, and so that the diseased 
tissue could be fully resected, about 50 per cent 
were still alive and well three years after 
operation. 

An important consideration in the surgical 
treatment of malignant lesions of the colon is 
the preparation of the patient so that the risk 
of operation will be reduced to a minimum, and 
the maximal possibilities of cure afforded. 
This preparation should inelude: (1) non- 
residue diet which will contribute as much as 
possible to the cleansing of the colon; and (2) 
the employment of intra-peritoneal vaccination. 
Surgeons have long been aware that definite 
peritoneal immunity is developed in the few 
days following any peritoneal irritation, and it 
has even been advocated that, preparatory to 
unusually serious operations, the abdomen 
should be opened and the field of operation 
packed with gauze some ten days before the 
actual operation is performed. Although this 
apparently is impractical, other methods of 
bringing about relative immunity can be carried 
out readily. The one which seems to be most 
efficient at present is the use of protein 
irritants and vaccines injected directly into the 
peritoneal cavity. 

Dixon and Rixford* summarized a study of 
the cytological response to peritoneal irritation 
as follows: ‘‘The normal peritoneal fluid of 
man contains about 2,300 white cells per cubic 
millimetre. Of these about 45 per cent are 
histiocytes; very few are neutrophiles; a few 
are eosinophiles and basophiles, and many are 
lymphocytes. Inflammation causes an increase 
in the total number of cells; at first there is an 
increase in the number of neutrophiles, later, 
an increase in the number of histiocytes. In- 
jection intraperitoneally of a mixed colon 
bacillus and streptococcus vaccine increases the 
total cell count 10 times or more, causing an 
early increase in the number of neutrophiles 
and a later increase in the number of histio- 
cytes. At least part of the protection against 
peritonitis afforded by intraperitoneal vaccina- 
tion would seem to be the result of a non- 
specific production of phagocytosis, caused by 
ai increase in the number of histiocytes.”’ 

Malignant diseases of the ascending, trans- 
verse, and descending colon usually ean be 
dealt with by resection and restoration of con- 
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tinuity. Exceptions are those cases in which, 
because of the inflammatory character of the 
lesion or the presence of marked obstruction, 
or because of the age or condition of the 
patient, preliminary ileo-colostomy or colos- 
tomy is necessary, or, perhaps, exteriorization 
of the growth. In cases of malignancy of these 
portions of the colon, primary resection, in one 
stage or multiple stages, is carried out in about 
50 per cent of cases in whieh operation is per- 
formed at The Mayo Clinie. 

As the recto-sigmoid is approached, direct 
anastomosis after removal of the growth be- 
comes more and more difficult, and in the 
rectum direct anastomosis is inadvisable, of 
course, because of the absence of peritoneum. 
The greater the difficulty of access to the 
growth, the more advantageous is preliminary 
colostomy, and, taking everything into con- 
sideration, probably the most useful operation 
for eareinoma of the lower part of the sigmoid 
and the rectum is colostomy followed by re- 
moval of the growth at a later time. It is true 
that this combination of procedures can be 
carried out at one operation, and, as performed 
by Miles, of London, this operation fulfils all 
the requirements of efficient surgical treat- 
ment of carcinoma of the lower part of the 
sigmoid and rectum, but great experience and 
judgment are required to avoid a prohibitive 
mortality rate. As Wilkie coneluded: ‘‘Opera- 
tion by stages, adequate time for recuperation 
between stages, and pre-operative immunization 
are recommended. ”’ 

For carcinoma of the lower part of the 
rectum excision, with preservation of the sphine- 
ters, occasionally is the operation of choice, and 
reasonably good function may be occasionally 
obtained. . 

Radium may be indicated beeause of the age 
or condition of the patient, and there have been 
a number of cases in which the lesion apparently 
had disappeared and had shown no evidence of 
recurrence or metastasis in a period of ten or 
more years. 

The risk of death from operation in cases of 
carcinoma of the colon, including all types of 
resection, according to Dixon,” is 11.8 per cent. 
This is based on the number of patients and 
not on the number of operations. <A series of 
cases in which a certain type of operation was 
performed may be associated with a lower mor- 


tality rate because of careful selection of pa- 
tients for that particular kind of resection. In 
eases in which exploration is performed 50 per 
cent of the growths are found to be removable. 
These results parallel those of Wilkie, although 
in a series of 181 cases he reported a rate of 
resectability of 55 per cent. 

The curability of carcinoma of the large in- 
testine may be judged only by considering those 
eases in which the growth was removed. In 
carcinoma of the colon and rectum, considering 
eases in which patients survived resection five 
years or more, curability averages 39 per cent, 
according to Dixon, varying from 51 per cent 
in carcinoma of the cecum to 36 per cent in 
carcinoma of the recto-sigmoid. Wilkie® recently 
has reported that 40 per cent of his patients 
gave no evidence of recurrence five years after 
resection. 

Palliation.—An important purpose of surgical 
treatment of carcinoma of the alimentary tract 
is palliation. Experience has shown that for 
carcinoma of the stomach the most efficient 
method is removal of the primary growth, since 
this retards the progress of the disease and 
usually protects the patient against those com- 
plications sueh as obstruction, bleeding, starva- 
tion, and perforation, which are so commonly 
associated with the unremoved growth. Re- 
moval may be undertaken even when distant 
metastatic growths are present, such as an iso- 
lated nodule in the liver or implantation on the 
pelvie peritoneum, to secure for the patient the 
advantages of an unobstructed gastro-intestinal 
tract. 

The best method of palliation in gastric ecar- 
cinoma, when it is not possible to remove the 
erowth, is its exclusion. This can be done by 
utilizing the suggestion of Devine, of Australia, 
who proposed, in the treatment of certain types 
of duodenal ulcer, division of the stomach above 
the angle, closure of the lower segment, and 
restoration of gastro-intestinal continuity by 
gastro-jejunostomy. This operation, I believe, 
has more application than has been accorded it 
in special types of inoperable carcinoma of the 
stomach. I have been surprised, in a number of 
eases, at the length of comfortable life which 
followed the operation when it was well in- 
dicated. 

Gastro-enterostomy as a palliative measure so 
frequently fails in its purpose, as Walton re- 
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cently has emphasized again, that it should but 
relatively rarely be performed for carcinoma. 
Statisties show that the length of life following 
gastro-enterostomy is little longer than if the dis- 
ease is allowed to run an uninterrupted course, 
and all too often it fails to protect the patient 
against the complication for which it was per- 
formed, namely, obstruction. 


SUMMARY 


In summarizing this brief review of some ob- 
servations on carcinoma of the gastro-intestinal 
tract, one might again emphasize that, from the 
diagnostic standpoint, signs and symptoms which 
apparently are insignificant deserve thorough in- 
vestigation. Until some routine method of effi- 
ciently making use of roentgenology is found, 
the fate of the patient depends to a great extent 
on the awareness of the physician who performs 
the first examination that serious trouble may 
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be present with little or no clinical evidence of 
its existence. Secondly, the best prospect of 
cure is removal of the growth. Prompt explora- 
tion, therefore, is advisable, not only because this 
will make possible a chance for cure but also 
because it will often protect from the distress 
which precedes death from the primary lesion. 
Thirdly, operation always is justifiable if the 
primary growth can be removed thoroughly and 
there are no evidences of irremovable metastatic 
growths. 
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THE ROLE OF RADIOTHERAPY IN THE PROBLEM OF MALIGNANCY* 


By E. E. SHepiey, M.B., 


Radiotheramst for the Saskatchewan Cancer Commission, 


Saskatoon 


‘*Cancer is today the most outstanding problem in 
medicine and public health. That its incidence threatens 
the ascendancy of all other causes of death, that its 
study engages intensive attention in all fields of medicine 
and surgery and does not even escape deepest considera- 
tion in fields quite remote from medicine, is now well 
recognized. Education of both the profession and public 
is the most essential part of an active campaign for the 
prevention and cure of cancer’’. (Welch). 


N the American Journal of Cancer, March, 
1934, the editor, Francis Carter Wood, says, 
‘‘The fact is that the medical profession can no 
longer shirk its responsibility for the education 
of the public in this matter of cancer. We must 
do it or it will be done for us.’’ Forssell has 
recently said, ‘‘In the field of cancer, the de- 
velopment of surgical clinics was a most out- 
standing event in the past century ; the develop- 
ment of centralized, adequately equipped and 
efficiently staffed radiotherapeutie clinics is the 
great contribution that the present century 
brings’’, ‘‘Only by means of intensive clinic 
organization can the field of radiotherapy be 
adequately developed’’. ‘‘Regaud’s intensive 
* A contribution to the Symposium on Cancer, at the 


Annual Meeting of the Canadian Medical Association, 
Calgary, June 21, 1934. 


service in organizing centralized radiothera- 
peutie clinics in France during the past ten 
years is truly worthy of world-wide recog- 
nition and approbation.’’ 


In these very definite statements, pronounce- 
ments by men who enjoy international recogni- 
tion in the field of cancer, we apprehend some of 
the outstanding necessities that the present 
cancer situation imposes. Quite obviously the 
problem is not merely one of diagnosis and 
treatment, for there are other vital considera- 
tions that urgently press for adequate solution, 
and in point of practical utility these are quite 
as important as are the two more familiar 
factors, diagnosis and treatment. 


' While irradiation therapy already occupies a 
proved position in relation to cancer, radio- 
therapists have long been impressed with the 
fact that here it is essential to seize every 
possible vantage ground that makes for more 
effective attack, and that no great advance is 
likely to be registered until this vital principle 
wins universal acceptance. To place radio- 
therapy on an entirely rational basis is the ob- 
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jective that radiotherapists are constantly 


striving for. It is not intended at the present 
to express personal opinions or prejudices, but 
rather to present a cross section of the radio- 
therapeutic viewpoint. With this in view, 
evidence that particularly represents an inter- 
national conception in the field is presented for 
consideration. 

Throughout Canada, at the present time, 
abundant evidence is to be found that cancer is 
constantly and increasingly spreading. In 1932 
(the last available Canadian statistics) it was 
recorded that 10,014 Canadians died of cancer. 
In retrospect, it is interesting to note that but 
a quarter of a century ago the death rates for 
tuberculosis and cancer were practically equal. 
Today we observe with no little concern that 
while the death rate from tuberculosis is 
definitely falling our cancer death rate is con- 
stantly rising. What influence have adequate 
organization and more efficient attack exerted 
in altering this picture? This question is well 
worthy of our consideration. 

A clear conception of the incidence of cancer 
in the various anatomical systems is informa- 
tive. In 1932 Canadian vital statistics revealed 
the fact that there were 5,489 deaths from 
malignancy in the digestive tract; in the female 
genital organs, 1,004; in the female breast, 962; 
in the male genito-urinary organs, 683; in the 
bueeal cavity, 483; in the respiratory organs, 
338; in the skin, 201; and in the female 
urinary organs, 152. More particularly ana- 
lyzed deaths due to cancer were grouped as 
follows: stomach, 2,552; breast 962; uterus, 
822; buceal cavity, 483; rectum, 457; prostate, 
377; esophagus, 205; and, finally, the larynx, 
with 160. 

In an attempt to combat this most insidious 
menace medical science has given of its best. 
At the moment we are particularly concerned 
with the advances that radiotherapy has made. 
In point of years the history of radiotherapy is 
brief; in point of actual discovery and concrete 
contribution to the field the story is an ex- 
tremely lengthy one. The year 1895 marks the 
discovery of x-rays and in 1898 radium was dis- 
covered. From 1898 to 1910 irradiation pro- 
cedure was largely a therapeutic curiosity. 
The decade 1910 to 1920 marks a period of 
intensive research and one of widespread 
application of irradiation therapy, but largely 
on an empirical basis. From 1920 to 1930 we 
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find a erystallization of viewpoint in relation 
to the specific indications for radiotherapy and 
more effective methods of application. Inten- 
sive research and the application of advanced 
methods of procedure, now on a more scientific 
basis, mark the years 1930 to 1934. Today it is 
definitely recognized that the legitimate scope 
of radiotherapeutic attack has so widened that 
it embraces a very large percentage of the total 
eaneer field. 


THE SCoPE OF RADIOTHERAPY 


In the digestive tract, irradiation is recog- 
nized as the treatment of election in cancer of 
the lip, mouth, tongue, pharynx and.also in the 
anal area. In cancer of. the rectum pre- 
operative irradiation constitutes the ideal 
primary attack. In many eases it is the only 
treatment that can be offered. In early cases 
combined treatment (irradiation and surgery) 
affords the patient the best prospect. In 
cesophageal malignancy irradiation is the single 
measure that offers the patient the greatest 
relief. 

In the ease of malignancy in the genito- 
urinary organs irradiation is indicated, and is 
constantly exhibited in almost the entire field. 
In cancer of the uterus, vagina, vulva, female 
urethra, bladder, prostate, penis, and testicles 
not only does irradiation constitute the primary 
attack but very largely it is the treatment of 
choice. In eancer of the breast irradiation is 
a dominant factor in successful treatment. 
The primary attack upon cancer in the nasal 
accessory sinuses, the tonsil, the pharynx and 
the larynx is radiotherapeutic. In many cases 
no other form of treatment is exhibited. In 
cancer of the lung, the bronchi or pleura, pallia- 
tive irradiation is indicated. In sarcoma, the 
initial attack is provided for by irradiation, and 
this may be the sole attack. In secondary 
malignancy, irradiation often effects marked 
palliation. This is particularly outstanding in 


_bony metastases in which situation pain is 


often entirely relieved. Because of late recog- 
nition a large percentage of cancer cases can- 
not be considered from the viewpoint of 
curative attack. Of those cases that have been 
given a curative form of procedure quite prob- 
ably not more than one-third are cured. From 
these two groups large numbers come under the 
eare of radiotherapy for its palliative influence. 
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INFLUENTIAL FACTORS IN RADIOTHERAPY 


In the field of irradiation therapy, as now 
recognized, many factors have combined to pro- 
duce the present status. Many of these are 
worthy of special recognition— (1) The inspira- 
tion and direction that constantly emanates from 
such eaneer centres as Memorial Hospital, New 
York, Radiumhemmet, the Radium Institutes in 
Paris, Brussels, and London. (2) Forssell’s 
vigorous teaching in relation to the necessity for 
organized cancer clinics and his many triumphs 
in the field of radiotherapeuties. (3) Ewing’s 
work in correlating pathology and therapeutics. 
(4) The work of Murphy in 1921 and that of 
Russ and Scott in 1927 to the effect that cancer 
transplants do not readily grow in irradiated 
tissue. (5) Broder’s work on tumour grading 
and its influence on prognosis and treatment. 
(6) Regaud’s determination that prolonged 
homogeneous irradiation produces an effect that 
is not secured by short intense irradiation. (7) 
Quick and Martin’s work in establishing the 
essential erythema dosage in order to effectively 
sterilize various types of growth in the buccal 
cavity and in the neck. (8) Coutard’s work on 
protracted fractional irradiation and particu- 
larly in its relation to cancer of the larynx and 
throat. (9) The work of Barringer and his 
associates in relation to cancer of the bladder, 
prostate, testes and penis. (10) The radio- 
therapeutic contributions by Pfahler, Keynes 
and Cade, particularly as they pertain to breast 
malignancy. Thanks to these and many other 
contributions it is now definitely established that 
in certain sites of cancer incidence not only is 
radiotherapy capable of destroying malignancy 
but also that the results secured are often per- 
manent. A comparison of the incidence of re- 
eurrences after surgical and radiotherapeutic 
attack definitely assists in clarifying this view 
point. In Sweden, Forssell has pointed out in 
regard to cancer of the skin that recurrences 
after radiotherapeutice treatment are seen in 20 
per cent of those treated. After surgery, re- 
currences are found in 24 per cent of the cases. 
In cancer of the lip (no metastases) after radio- 
therapy recurrence is seen in 13 per cent of the 
cases; after surgery there is a 27 per cent re- 
currence. In operable cases of cervical cancer 
after radiotherapy, recurrence is noted in 31 per 
cent; after surgery, recurrence is seen in 47 per 
cent. 
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Another contribution in regard to the efficacy 
of radiotherapeutie attack is worthy of special 
recognition. Westermark, in an analysis of all 


cancer deaths due to malignancy of the breast in 
Sweden, has pointed out that without treatment 
the patient lives on an average 31 months; after 
surgery, 39 months; with post-operative irradia- 
tion, 49 months; with pre- and post-operative 
irradiation, 61 months; with endothermy and ir- 
radiation, 67 months. The deduction is obvious. 


BREAST MALIGNANCY 


In further substantiation of the radiothera- 
peutic viewpoint a brief review of the treatment 
of cancer in the breast is informative. Statistics 
from Bloodgood, Moynihan and all Sweden have 
shown that the curability of cancer in this 
situation is approximately 20 per cent when 
surgery is the sole treatment. In regard to 
surgery and irradiation (combined treatment) 
Pfahler has collected statistics which show that 
the pereentage curability is raised to 35. In 
Pfahler’s own series it was raised to 47. Forssell 
has analyzed 162 cases in his service and secured 
36.5 per cent of five-year end results. This is 
a most noteworthy accomplishment, since 88 per 
cent of his cases showed metastases when first 
coming under treatment. 


All authorities have stressed the high degree 
of curability that is to be secured in group one— 
‘fearly operable malignancy’’, or malignancy 
that is definitely limited to the breast. In this 
situation 70 per cent and over of five-year clini- 
eal cures are not infrequently recorded. In this 
picture of high percentage attainment lies a 
basie principle constantly applicable to the 
whole field of malignaney and concerning which 
all too little has been accomplished. This is the 
necessity for the institution of such organization 
as will serve to secure earlier diagnoses. 

With radium treatment only, Geoffrey 
Keynes, of St. Bartholomew’s, London, has 
secured three-year end-results amounting to 
77.7 per cent in early operable cases and 54 per 
cent in all cases that could be classified as 
operable, (with surgery alone the equivalent 
figures are 75 and 30 per cent). In his total 
group of 125 cases, in spite of the fact that 38 
(30 per cent) were entirely inoperable, Keynes 
secured a three-year salvage of 47 per cent. 
The significance of these findings is obvious. 
Keynes’ conclusions in relation to this work 
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are interesting and he has summarized them as 
follows. (1) The aim of radium therapy is to 
carry the attack beyond the range of the 
surgeon’s knife. (2) The results of radium 
treatment very favourably compare with surgi- 
eal attack. (8) After successful treatment the 
patients are virtually normal women. (4) 
Radium is the treatment of choice in advanced 
eases. (5) For average cases radical surgery 
is not necessary. (6) In early cases radical 
procedures are unnecessary, as quite excellent 
results can be obtained by radium alone. 

While radiotherapeutic accomplishment in 
breast cancer is a matter of definite record and 
also one of particular pride with radiotherapists 
the method has by no means won universal 
acceptance, and objection to its exhibition is 
still strenuously urged in certain circles. Only 
profound misconception can account for this 
attitude, since the objective that radiotherapy 
constantly seeks is simply that of a higher per- 
centage curability, with increasing certainty 
and with less mutilation to the patient. How 
best to accurately portray radiotherapy’s true 
objectives and its practical accomplishment is 
often a problem most difficult to solve. Cade, 
of London, has said, ‘‘A sermon to the con- 
verted is unnecessary, but no amount of plead- 
ing can influence those who are blind to the 
potential possibilities that inherently charac- 
terizes adequate radiotherapeutics’’. 

That the principle of irradiation. in breast 
malignaney will shortly be generally accepted 
and applied no radiotherapist doubts. As 
evidencing this, a recent editorial in Radiology 
(November, 1933) by Soiland, of Los Angeles, 
is most applicable. In this article he states, 
““The one agent that has positively demon- 
strated beyond peradventure its ability to 
destroy cancer is radium. On the basis of 
accumulated experience I now feel justified in 
recommending irradiation therapy in every 
breast tumour in which there is a reasonable 
certainty of primary carcinoma. Surgery, per 
se, has decisively failed, in that it has made no 
appreciable progress in changing the clinical 
cure period over that which obtained before 
modern irradiation therapy came to the front. 
If surgery can cure breast cancer, it is equally 
curable by radium, but the results in either case 
depend upon the ability of the clinician who is 
responsible for the treatment’’. Too often, in 
both radiotherapy and in surgery, we ignore 


this latter basic fact, and in consequence our 
viewpoints become distorted. 


UTERINE MALIGNANCY 


One of the earliest fields in which radio- 
therapy established recognition was that of 
eancer of the uterus. While its supremacy here 
now stands unquestioned, it is of practical 
moment to recall that ali the deprecatory argu- 
ments that have characterized the bitter con- 
troversy that once obtained in this particular 
field are still occasionally heard in many of the 
other fields of cancer incidence that radio- 
therapy is increasingly attacking. In regard to 
eaneer of the uterine cervix, the Minister of 
Health in Great Britain in 1927 analyzed 6,661 
cases that had been treated surgically. The 
absolute percentage cure in this group was 18.3. 
Similarly, Heyman, of Stockholm, in 1927 ana- 
lyzed 5,024 cases that had been treated in 24 
surgical clinies. His finding was an absolute per- 
centage cure of 18. From 1914 to 1923, Forssell 
treated by means of radium 790 cases and re- 
ported an absolute percentage cure of 20.1. 
Similarly, Healey, of the Memorial Hospital, in 
1934 reported 1,574 cases, with an absolute per- 
centage cure of 21. In 1933 Regaud, of the 
Radium Institute in Paris, announced that he 
had succeeded in raising the total salvage in 
eancer of the cervix to 35 per cent. In the 
definitely operable group of cervical malig- 
naney surgery has secured a 35 per cent 
salvage. In a similar group, Forssell has re- 
ported a radiotherapeutie salvage of 40.4 per 
cent and Healey 55 per cent. 

With an immediate mortality of at least 17 
per cent, surgery has secured a total salvage 
that is not only less than that which is secured 
by radiotherapy, but, further, under radio- 
therapeutic procedure there is practically no 
immediate mortality. Also, and of great prac- 
tical moment, surgery offers little to that very 
large group of inoperable cases (possibly 75 per 
cent of the total) that are so familiar to all of 
us. In addition to the minimal risk that radio- 
therapy confers, not only are a great many 
inoperable cases cured but also the necessity 
for lengthy hospitalization is largely elimi- 
nated. Further, hopeless cases are frequently 
returned to a state of comparative normality 
for prolonged periods. The advantages of ir- 


radiation in this particular site are perfectly 








256 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Mar. 1935 








obvious and have won almost universal ac- 
ceptance. 

In cancer of the uterine body, Heyman has 
reported upon 318 cases from 8 surgical clinics. 
In the operable group there was a 58.8 per cent 
salvage. Considering all cases, the salvage was 
42.8 per cent. From 1913 to 1921 Forssell 
treated 46 cases with a salvage of 60 per cent 
in the operable group, and in all groups, 43.5 
per cent. Healey, in 1934, reported a 75 per 
cent salvage in his total group. Lindsay’s con- 
tribution in relation to prognosis and treatment, 
as visualized in the histological picture, has 
been no small factor in this picture of progress. 
The record of therapeutic accomplishment that 
the unbiased investigator finds in the field of 
breast and uterine malignancy is testimony that 
serves to place irradiation therapy upon a plane 
that is quite above reproach, and marks a phase 
of very definite triumph in our endeavour to 
conquer cancer. 


More RECENT ADVANCES IN THE FIELD OF 
RADIOTHERAPY 


The curability of cancer in many sites of in- 
cidence, under favourable conditions, is often a 
revelation to those who are not familiar with 
the progress that has been registered in more 
recent years in the field of radiotherapeuties. 
Recent work on cancer of the prostate, testicle 
and bladder is well worthy of recognition, for 
example. It is well recognized that cancer 
in these sites almost invariably entails a hope- 
less prognosis, so that any advance is note- 
worthy. In reviewing 154 cases of teratoma 
testis treated by means of irradiation at 
Memorial Hospital, Ferguson shows a 29.5 per 
cent five-year salvage. It is worthy of note that 
115 of these cases were entirely inoperable. 
Since this salvage is very far in excess of any 
results that have been obtained by other means, 
the accomplishment is most outstanding. Fergu- 
son’s more recent work in this field is even more 
promising. Out of 54 cases treated since 
October, 1930, he reports that over 50 per cent 
are alive and well. 

In a very recent communication Barringer 
has reported upon 78 cases of cancer in the 
bladder, controlled entirely by irradiation. Of 
these, 33 were operable, 48 inoperable, and 2 
were borderline. In 205 private cases he has 
secured three-year results in 56 cases, or 27 per 
cent, and five-year results in 39, or 19 per cent. 


In 1931, Barringer strongly emphasized the 
point that the possibilities of surgery in cancer 
of the prostate had already been fully exploited. 
In substantiation, reference was made to the 
findings of Bumpus and Young. Bumpus had 
found a life-extension of only a few months 
after surgery. In Young’s analysis of 500 cases 
only 7 per cent were considered operable; of 
this number only 8 survived three or more years. 
In 1931 Barringer reported 8 out of 40 cases 
(20 per cent) as alive and well over five years. 
In 1932 Ferguson, Barringer’s associate, intro- 
duced an improved technique in relation to the 
application of interstitial irradiation in the 
prostatic area. With this modification of pro- 
cedure, much better end-results are confidently 
to be expected. 

As relating to metastases in the neck, 
secondary to buccal eavity, labial, or pharyn- 
geal malignancy, Quick, in a recent summary, 
emphasizes the efficacy of irradiation procedure 
and the comparative lack of indication for 
block dissections. This is a most outstanding 
contribution. Healey’s recent contribution in 
relation to malignancy of the corpus uteri is 
most heartening. With no operative mortality, 
he has secured over a 75 per cent salvage in 
134 cases. In this picture radiotherapy has 
played a most prominent part. 


AVERAGE AND POTENTIAL PERCENTAGE 
CURABILITY OF CANCER 


Percentage figures of average and potential 
accomplishment have apparently contributed 
very much to the misunderstanding that peren- 
nially surrounds the subject of curability in 
cancer. While average accomplishment pro- 
duces but a 20 per cent salvage in the case of 
cancer in the breast, and also practically the 
same in the uterus, with early recognition 
practically four times this accomplishment is 
possible. Reealling that 2,000 Canadian women 
die every year because of these two conditions, 
it is obvious that we must lend every possible 
effort to the end of securing the ease while 
strictly early. In eaneer of the skin and lip 
we should secure practically 100 per cent 
salvage. With early diagnosis this is definitely 
possible. In malignancy of the buccal cavity, 
if effectively treated while still very early, 
radiotherapeutic treatment should manifest prac- 
tically a 75 per cent curability. In the case 
of cancer in the stomach, Balfour has secured 
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128 ten-year cures, or favourable results in 20 
per cent of the cases where the stomach was 
resectable. Rankin, in resectable cases, has 
secured a 33 per cent five-year salvage in cancer 
of the rectum. With earlier diagnoses the per- 
centage rate would be much higher. 

With these figures to guide us there can be 
no question about our attitude. Not only must 
we ever stress the importance of early diag- 
nosis, but we must constantly lend of our best 
in an attempt to secure this attainment. The 
more we concern ourselves with potential ac- 
complishment in the field of cancer, the more 
difficult it becomes to escape the conclusion 
that if we could uniformly secure early diag- 
noses there would be no question about the 
relatively higher percentage salvage that would 
at onee obtain. 


Wuy LATE DIAGNOSES? 


In part explanation of the high percentage 
of late cancer diagnoses, the reasons recorded 
are worthy of consideration. In a recent 
analysis of 200 late diagnoses made in a state 
clinic in Saskatchewan, it was found that 
ignorance (48.3 per cent), fear (11.13 per cent), 
misdirection (10.13 per cent), absence of pain 
(7.07 per cent), procrastination (6.05 per cent), 
and financial impediment (9.44 per cent) ae- 
counted for the delay in the eases studied. 
Obviously these are unfavourable factors that 
not only could be, but must be, eliminated if 
definite progress is to be registered in the 
control of cancer. 


FUNDAMENTAL FACTORS IN EFFICIENT 
TREATMENT 


In regard to treatment it must ever be 
kept in mind that prevention and early diag- 
nosis are our most dependable offensive 
weapons, and until this is fully recognized and 
provided for potential accomplishment will 
continue to be thwarted. In prevention, early 
recognition, adequate surgery and efficient 
radiotherapy we find the basic fourfold thera- 
peutic conception. To effectively implement 


this conception is a responsibility that the 
present cancer situation places directly upon 
the medical profession. 

In successful radiotherapeutic attack there 
are certain fundamental factors that not only 
demand recognition but must also be most 
scrupulously observed. Neglecting this, we fail 


to provide the patient with that measure of 
protection which accumulated experience has 
taught is essential to suecess. The development 
of greater efficiency in the control of cancer is 
our task. In assuming this responsibility, and 
there can be no question about the profession’s 
ultimate decision in this matter, it is helpful to 
contemplate the considered viewpoint of one 
of the world’s most distinguished workers in 
the radiotherapeutie field. 

In May, 1930, Forssell most effectively sum- 
med up the conditions that are essential to 
efficient radiotherapy. In regard to the funda- 
mental factors that enter into successful radio- 
therapy he has stated as follows. 


1. It is a universal experience that the capacity of 
radiotherapy is constantly doubted wherever organization 
has not provided all essential treatment facilities, 
accumulated skill and intensive experience. 

2. A radiotherapeutic centre should be located in a 
large hospital, in order to take fullest advantage of 
every possible scientific facility and experience. 

3. Only in an organized clinic is it possible to im- 
prove and develop the field and to secure a necessary 
concentration of material. 

4. The fullest possible measure of cooperation with 
the department of surgery is essential. 

5. An urgent necessity is constant control and super- 
vision of the work, and a specially trained and controlled 
staff of aides is most necessary. 

6. In combined attack (surgery and irradiation 
therapy) it is essential to establish the fact that the 
main procedure, important as it may be, is not the 
surgical attack. This is but a helpful auxiliary, and 
the patient must constantly be kept under radiothera- 
peutic supervision. 

7. Radiotherapists must be prepared to devote life 
and soul to radiotherapy. Not only must the radio- 
therapist have ample time for the work in hand, but, 
recalling that treatment procedures are constantly in a 
state of transition, there must also be ample time for 
study and research. 


THE FUTURE OF RADIOTHERAPY 


In relation to the future of radiotherapy, a 
further quotation from Forssell is of practical 
importance. 


1. It is to be recalled that while radiotherapy is 
important, by itself it will never cure a single case of 
cancer. Behind it there must constantly be efficient 
organization, the fullest possible measure of treatment 
facilities, accumulated skill and experience. 

2. Money now being spent upon radiotherapeutic 
facilities will be wasted unless adequately controlled. 
Only in organized clinics is there prospect for advance. 

3. There is a great danger to the patient in in- 
efficient radiotherapy. With limited resources the risk is 
great. The benefit of the patient must ever be para- 
mount, and only the best can be approved. 

4. Improvement in methods and technique is only 
possible in centralized and thoroughly organized clinics. 
A sine qua non for improvement and development is 
organized research in the field of radiotherapy in cancer 
and within the sphere of cancer biology. 

5. While radiotherapy is capable of great accom- 
plishment in the field of cancer, it is to be remembered 
that the attack is local, and therefore, this method can 
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never become a panacea. Only in localized malignancy 
is there a reasonable prospect of success. Tumours in 
such localizations, or those which present such infiltration 
that complete surgical removal is not possible, provide a 
very large field for the development of combined surgical- 
radiotherapeutic attack. 

6. Future progress, in no small measure, depends 
upon the early recognition of cancer while still at the 
primary site, certainly not beyond the primary glandular 
area. The case must be seen at the earliest stage and 
not as an ultimate refuge after unsuccessful surgery. 
In such situation, border-line cases, our task is to reduce 
the size of the tumour, to provide better limitations, and 
to so weaken the vitality of the tumour that re- 
implantations will be prevented at the time of operation. 
After surgery it is the task of radiotherapy to complete 
the sterilization of the glandular area. 


In these very definite statements, firmly estab- 
lished because of a most intensive experience 
that has taught their necessity, is to be found 
the type of direction that the Canadian medical 
profession must actively assimilate and practi- 
eally apply, if it is to establish consistent pro- 
gress in the direction of conquering cancer. Not 
only is this the direction that emanates from one 
of the oldest and one of the most efficient cancer 
elinies in the world, but in addition these are, 
in the main, the teachings that all well-organized 
eancer centres have long continued to stress as 
obligatory. The recommendations of the Can- 
eer Commission of the League of Nations in 
relation to this most important consideration are 
well worthy of detailed study. 


ANTI-CANCER ORGANIZATION 


In the American Journal of Cancer for April, 
1934, the editor, Francis Carter Wood, has 
stated, ‘‘The Swedish cancer organization is so 
thorough that it commands the admiration of 
the entire world’’. Most opportunely, he then 
publishes a complete story of the existing organ- 
ization in Sweden, written by Forssell himself. 
It is a fortunate coincidence that this detailed 
plan should appear at this time, and thus re- 
lieve us of all necessity for an interminable 
inquiry as to what constitutes adequate organi- 
zation and how best it can be provided. Worthy 
of special note is the fact that in many ways we 
are years behind the march of progress in the 
matter of providing adequate direction in rela- 
tion to cancer. Many European countries have 
quite out-distaneced us in this most important 
undertaking, and have given a type of direction 
the practical importance of which cannot well 





be overestimated. As a profession we shall never 
be afforded a greater opportunity for rendering 
a distinctive type of humanitarian service than 
by faithfully copying the plan that has been so 
comprehensibly, so painstakingly, and so labori- 
ously drafted for our guidance. 


In econelusion, let us revisualize the dismal 
picture that the existing cancer situation por- 
trays in this country. Every year we witness 
an increasingly ghastly catastrophe in the sac- 
rifice of more than ten thousand lives, due to 
eancer. Over thirty thousand Canadians are 
annually afflicted by this, one of the most de- 
structive of all plagues. Seventy-five per cent 
of these victims will finally come to us quite too 
late for the institution of a curative therapeutic 
procedure. Stricken by cancer, the hapless 
victim, blinded by ignorance, and misled by the 
insidious nature of his affliction, aimlessly 
wanders and all too frequently entirely misses 
the pathway that offers greatest hope. In his 
pitiful plight, largely because of fear, misdirec- 
tion, false security, procrastination or financial 
impediment, he loses direction and falls a 
prey to an untimely death, a victim of cancer. 
Only in the institution of the fullest measure 
of public and professional education and in the 
creation of adequate cancer clinics is there to 
be found an improved outlook for the victim of 
eancer. Triumph over cancer, already too long 
retarded, will never be adequately registered 
until these basic necessities are provided. Our 
greatest hope is to be found in an adequately 
educated rising generation. This is a vantage 
ground that cannot fail to provide us with a most 
valuable offensive weapon. Is it not our respon- 
sibility to assist in every possible way in provid- 
ing a vigorous national cancer organization of a 
type that constantly and ever increasingly will 
earry mortal combat into the citadel that cancer 
now dominates? In our present light, irradiation 
therapy is destined to play an increasingly im- 
portant role in the field of cancer conquest, and 
radiotherapists are prepared to lend every 
possible assistance, to the end that cancer shall 
be destroyed. 


An extensive list of references has been prepared by 
the author and can be obtained on application. 








Mar. 1935] 


Cayrorp: AcUTE APPENDICITIS 








ACUTE APPENDICITIS 


(A Review or 614 CASES WITH SPECIAL REFERENCE TO DRAINAGE) 


By E. Howarp Cayrorp, 


Montreal 


HIS analysis of the cases of acute appendicitis 

admitted to the wards of the Montreal General 
Hospital in the three years 1931, 1932, and 
1933, includes only those in which acute inflam- 
mation was definitely confirmed by the patho- 
logist. In all there were 614 cases, with 21 
deaths, showing a death rate of 3.42 per cent, 
which compares favourably with series elsewhere. 
The average stay in hospital was 15.99 days. 
Only 210 of the cases were admitted within the 
first 24 hours of the disease. Owing to the 
relatively few patients under 12 years of age, the 
disease in reference to children was not con- 
sidered. 

Group A of the series includes all those of 
acute diffuse or acute suppurative appendicitis, 
in which little or no inflammatory process ex- 
tended to the surrounding tissues. The one 
death which occurred in this series, was of a 
female, aged 28 years, who suffered from general 
debility associated with long-standing kidney dis- 
ease. She died on the 13th day after operation, 
with acute gangrenous cystitis and uremia. 

Group B includes a total of 265 cases in which 
spreading or diffuse peritonitis was present. In 
each case free fluid or free pus was found at 
operation: in each: there was a pathological 
report of acute suppurative, acute gangrenous, 
or acute perforative appendicitis. In this group 
drainage was employed in 111 eases, and the 
abdomen was closed without drainage in 154; in 
many of the latter the incision wound was 
treated with liquid paraffin or with ‘‘bipp’’. 
The difference in morbidity and mortality be- 
tween these two sub-groups is somewhat im- 
pressive, and the average hospital stay in the 
undrained cases was very much less. 

(Group C ineludes patients suffering from acute 
appendicitis with localized abscess. It will be 
noted that 21, or 28 per cent of the total, were 
closed without drainage. In these cases, the 


abscess cavity usually was evacuated by suction 
and moist gauze, and the abdomen closed with 
the application of liquid paraffin or ‘‘bipp’’ to 
the wound. There were no deaths in the non- 
drainage group, and there were comparatively 
few complications. 


In addition to these main groups, there were 
8 patients with acute appendicitis, who averaged 
6 days’ illness prior to admission. These were 
extremely sick, with marked abdominal disten- 
sion ; and in 2 of the cases cyanosis was a feature. 
Of these 8 patients 6 were operated on by simply 
draining, leaving the appendix in situ, two of 
whom died, one on the first day after operation, 
the other on the seventh day. Both were ill 
three or four days previous to operation. Of the 
two remaining patients, one, with a history of 
duodenal ulcer, was operated on for definite per- 
foration of the ulcer, the appendix being 
overlooked. He died 8 hours later, and post- 
mortem examination demonstrated a concurrent 
perforated appendix. The other case was treated 
expectantly, with a fatal issue. 

In summing up this analysis, the points that 
strike one as important are that the average hos- 
pital residence per patient, 15.99 days, compares 
favourably with other series; that the death 
rate is comparatively low; and that in cases 
where a drain could be omitted safely there was 
a marked decrease in the number of hospital 
days. 

Regarding the question of drainage, there is 
the same diversity of opinion in the Montreal 
General Hospital as exists in the literature on 
the subject. There is a group of surgeons, using 
a very specialized technique of drainage for the 
moderately severe to the extreme case, as de- 
seribed by Dr. Fraser B. Gurd, and which, brief- 
ly, consists of applications of ‘‘bipp’’ to the in- 
cision wound before opening the peritoneum, 
and the use of soft packing gauze, 2 to 4 inches 
in width, soaked in liquid paraffin, to which a 
small amount of ‘‘bipp’’ is applied on the sur- 
face.* These gauze packs are placed through 
the wound in an amount dependent upon the 
gravity of the case. In the extreme case, ob- 
literation of all infected areas in the pelvis, 
about the cecum, and behind the ascending 
colon is the aim, whereas, if the soiling is only 
at the site of the stump of the appendix, one 





* Bismuth, iodoform, paraffin paste contains: bis: 
muth subnitrate, 1 part; powdered iodoform, 2 parts; 
liquid paraffin, 1 part. 











260 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[ Mar. 1935 





single pack is inserted down to the bed from 
which the infected organ has been removed.* 


Many of our surgeons use ‘‘bipp’’ for the 
incision wound edges, but as many more oppose 
its use, preferring to substitute liquid paraffin 
if a protective for the abdominal wall tissues 
seems indicated. The soft rubber cigarette drain 
is used frequently, sometimes placed into the 
pelvis, or used retrocecally, or both; sometimes 
only to the bed of the appendix, or into the 
abscess cavity. In a few cases, a rubber dam has 
served as a drain, and it is also used as a sub- 
cutaneous drain in the thick, fatty abdominal 
wall, where infection is feared. 


The main controversy, however, is not how 
to drain, but whether or not drainage is neces- 
sary, and, .if it is necessary, when. The trend 
at the present time is to drain less frequently, 
and some surgeons question the ability of the 
ordinary drainage measures to actually drain or 
to evacuate pus from the peritoneal cavity. 
They also feel that the drain may lead the in- 
fected material to clean areas, thus, unneces- 
sarily causing secondary, residual abscess, or 
perhaps traumatizing the bowel, with resultant 
fecal fistule or obstruction. 


D. P. D. Wilkie? advises immediate examina- 
tion of the peritoneal fluid. If it shows a lack 
of mononuclear cells, their failing power for 
absorbing stains, and the absence of phago- 
cytosis, it is sufficient evidence that drainage is 
required. Brockman,* commenting on Wilkie’s 
work, claims that such features are of the ut- 
most importance in prognosis, but that if the 
three characteristics of the peritoneal exudate 
mentioned by Wilkie are present, the patient will 
die, whether we drain or not. Most surgeons 


contend that if an abscess or localized area of 
infective material be present, a drain must be 
left in the wound, and this many men consider 
the only logical place for a drain. In this 
analysis 28 per cent of our cases of localized 
abscess were closed without drainage, and there 
were no deaths and no untoward complications. 

I have no original offering on the subject, but 
I believe each case is a separate problem, and 
that there can be no standardization of pro- 
cedure. The surgeon sees the case in the ward, 
and what meets the eye is perhaps more im- 
portant than the laboratory findings. The 
patient who presents the picture of toxemia, 
with the usual Hippocratic facies, the cyanosis, 
the rapid, thready pulse, will be expected to 
have a peritoneum that is dark, hemorrhagic 
and cedematous, and hence unable to carry on 
further absorption and elimination, and, there- 
fore, evacuation of the existing exudate is 
required, with subsequent adequate drainage. 


On the other hand, if the patient is bearing the 


disease well, it may be necessary only to remove 
the focus of infection, with, perhaps, the suction 
of free fluid or pus from the abdominal cavity, 
and to allow the peritoneum, assisted by 
Fowler’s position, to do the rest. A great deal 
of edematous, necrotic material at the base of 
the appendix calls for a drain; and the abscess 
cavity, which, when evacuated, leaves raw, 
hemorrhagic surfaces, flakes of coagulated 
lymph, and edema of the walls about the ileo- 
exeal junction, would seem to require a drain. 
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SUMMARY 


ACUTE APPENDICITIS — MONTREAL GENERAL HOSPITAL 


1931 — 1932 — 1933 


PTE GD 6 ik ado wdrinetonesake 
Average days’ duration of illness prior to operation .... 
Average days in hospital ........... 


Mortality (21 deaths) 







Day of Average days 


eeerereeeeeeeeeeeee 


ACUTE APPENDICITIS WITH NO EXTENSION TO PERITONEUM. 
266 CASES 


15.99 
3.42 per cent 






No DRAINAGE. 











of cases illness in hospital Complications Deaths 
138 a 10.96 0 0 
106 2 11.81 1 wound infection 1 
17 3 14.24 1 wound infection 0 
2 4 9.0 0 0 
2 5 25.66 0 0 
266 11.34 1 


The one death which occurred in this series was in a female, aged 28 years, who had suffered from 


general debility associated with long-standing kidney disease. 


with acute gangrenous cystitis and uremia. 


She died on the 13th day after operation 
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Group B 


ACUTE APPENDICITIS WITH SPREADING OR DIFFUSE PERITONITIS 
265 CASES 


TES cua WE GHD oid cicnidsdedionenens mortality, 9.01 per cent 
154 cases without drainage .............eeeees mortality, 3.24 per cent 


WITH DRAINAGE 
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Number Day of Average days 
of cases illness in hospital Complications Deaths 
22 I 17.82 2 wound infections 0 
55 2 20.53 2 residual abscess 4 
19 3 21.81 1 feeal fistula a 
6 4 24.83 1 feeal fistula 1 
9 5 or more 25.89 3 wound infections 4 
111 21.42 10—9.01% 


The 10 deaths are detailed as follows:— 








Age of Day of disease Day of death 
patient at operation post-operative Cause of death 
36 4th 2nd general peritonitis; cardiac failure. 
41 3rd 3rd general peritonitis; pneumonia. 
16 8th Ist general peritonitis. 
68 2nd 1st localized peritonitis; pneumonia. 
37 2nd 10th general peritonitis. 
25 2nd oth peritonitis; infarction of transverse colon; 
broncho-pneumonia. 
19 ° 7th 7th general peritonitis. 
214 2nd Sth general peritonitis. 
51 ? 3rd general peritonitis. 
38 ? 1st general peritonitis. 
WITHOUT DRAINAGE 
Number Day of Average days 
of cases illness in hospital Complications Deaths 
69 1 14.90 5 wound infections 1 
63 2 13 .22 2 residual abscess and 
3 wound infections 3 
14 3 10.89 2 wound infections 0 
a + 16.25 0 0 
4 5 21.50 2 wound infections 1 
154 13.41 5—3 .24% 


The 5 deaths are detailed as follows:— 





Age of Day of disease Day of death 
patient at operation post-operative Cause of death 
32 3rd 10th general peritonitis; paralytic ileus. 
26 3rd 5th general peritonitis. 
21 3rd 5th general peritonitis. 
30 Ist 12th cellulitis extending from incision wound. 
18 Sth 8th general peritonitis. 
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Group C 
ACUTE APPENDICITIS WITH LOCALIZED ABSCESS 
75 CASES 
GA COMES WET GORMAN oc. oi ccc ccsiwesticedcces mortality, 1.85 per cent 
21 capes without Graimage « .....6.0sccssecsesess mortality, 0 


WITH DRAINAGE 


Number Day of Average days 











of cases illness in hospital Complications Deaths 
11 1 22.27 1 wound infection 0 
13 2 23 .39 1 wound infection 0 
10 3 20.0 1 secondary abscess 1 
9 + 26.33 1 wound infection 0 
11 5 29.18 2 wound infections and 
1 secondary abscess 0 
54 24.33 1—1.85% 


The one death which occurred in this series was of a man, aged 37 years, who died on the 6th day after 
operation with paralytic ileus complicated by broncho-pneumonia. 


WITHOUT DRAINAGE 







8 1 15.50 0 0 
7 2 19.57 2 wound infections 0 
3 3 20.66 0 0 
3 4 19.33 0 0 
0 5 


















bo 
fd 
‘Oo 

3S 


22.90 0 









Group D 





ACUTE APPENDICITIS IN PATIENTS OVER 50 YEARS OF AGE 
58 CASES 
.o8 cases (included in above tables) ............. mortality, 8.5 per cent 














Number Day of disease Day of disease Average days 
of cases on admission at operation in hospital Complications Deaths 
58 2.25 2.58 20.38 2 fecal fistule 5 
5 wound infections 





The 5 deaths are detailed as follows:— 










Age of Day of disease Day of death 























patient at operation post-operative Cause of death 
63 3rd Ist — peritonitis; paralytic ileus. 
59 several no operation peritonitis. 
51 several 6th peritonitis; appendix left in situ. 
68 2nd 2nd broncho-pneumonia complicated by diabetes. 
51 ? 3rd peritonitis complicated by nephritis. 





The average age in this group was 57.4 years. Eight patients were described as fat or obese; 4 were 
referred to the Department of Metabolism, of whom 2 showed hyperglycemia, and 2 showed glycosuria. 
There were no deaths in these obese subjects. . 


One jejunostomy was performed with recovery. 


DEATH LIST 


POE BE GI 6 nk si hee cenwdesosacsan 21 
Days of illness prior to admission ....... 16 averaged 5.5 days 
5 ‘several days’’ 
OE BOND 6k hci. pbs eapeceeeecineseds 5 on day of operation 
15 averaged 6.7 days after operation 
1 no operation 
OS ik da tenidedeenre ccc bexadeeeeeey 13 with drain 
7 without drain 
1 no operation 


There were 15 cases with generalized peritonitis, 5 of which were complicated by pneumonia or broncho- 
pneumonia, and 4 of which were complicated by paralytic ileus. One patient died with gangrenous cystitis 
and uremia, as described above. 

Four patients on admission were moribund, with cyanosis and rapid thready pulse. Of these, 3 were 
operated on immediately and died in the first 24 hours; the other was treated expectantly, and died after 3 days. 

Lastly, there was one death as a result of cellulitis involving the whole abdominal wall, spreading 
from the operation incision. 
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FRACTURE, DISLOCATION, AND FRACTURE-DISLOCATION OF THE SPINE* 


By KENNETH G. McKENZIE, 


Toronto 


N the treatment of fractures and dislocations 

it has long been recognized that restoration 
of the normal anatomical structure is of 
primary importance. This principle, however, 
in eases of injuries to the spinal column has 
only been applied in recent years, and the 
reason for this neglect may be attributed 
largely to excessive fear of causing injury to 
the cord by attempts at manipulation. Within 
the past few years it has been realized that this 
apprehension is groundless, because it has been 
found that extensive deformities can be cor- 
rected without injuring the sub-dural strue- 
tures. Further, when the cord or cauda equina 
has been damaged by the initial injury the 
above-mentioned procedure may result in strik- 
ing improvement or complete cure. 

Numerous valuable papers have been written 
dealing with various phases of the subject, and 
in this presentation I have drawn freely from 
these sourees of information. The only original 
contribution to the subject is a description of 
skeletal traction which I have utilized in the 
treatment of certain cervical injuries. This 
method of treatment was suggested to me by 
Doctor Janes at a time when we were each 
having trouble with a patient in maintaining 
satisfactory extension by the halter method. 
Our experience with this first case, and more 
recently with two others, has convinced us that 
skeletal traction is a satisfactory method of 
maintaining a prolonged forcible pull on the 
cervical spine. 


DIAGNOSIS IN GENERAL 


Usually the diagnosis of fractured or dis- 
located vertebre presents little real difficulty. 
Most patients are seen shortly after an ac- 
cident, and, if not unconscious, will complain 
of pain and tenderness in the region of the 
injured vertebre. Examination may disclose 
such definite findings as deformity of the spine, 
musele rigidity, limitation of movement, 





_ * Read before the Canadian Medical Association in 
Calgary, June 21, 1934. 





localized swelling, hemorrhage in the tissues, 
paralysis of the extremities, and retention of 
urine. Even when there are only local tender- 
ness and pain and the history of a comparative- 
ly trivial accident, x-ray examination of the 
suspected area is essential, as numerous 
authors have called attention to the large 
number of undiagnosed eases, the result of 
failure to suspect the possibility of fracture or 
dislocation. Failure to recognize and correctly 
treat a fracture may result in a serious dis- 
ability which is difficult or impossible to 
overcome. - A slight fracture, if untreated, may 
progress to a definite painful kyphosis, a con- 
dition first described by Kiimmel. Potts’ 
disease must be differentiated from Kiimmel’s 
disease, and here, apart from evidence of tuber- 
culosis elsewhere, the x-ray is of great 
diagnostic aid. In tuberculosis there is dis- 
appearance of the intervertebral space and 
bone involvement of the two adjacent vertebre. 
In Kiimmel’s disease the deformity is produced 
by the collapse of the body, and the inter- 
vertebral space remains normal. A _ history 
suggestive of fracture may be obtained from 
many patients who turn out to have had an 
osteoarthritis aggravated by injury. Crushing 
fractures and anterior displacements are best 
seen, and often ean only be recognized by 
lateral films. The odontoid process and the 
articulation between the axis and atlas are best 
seen in antero-posterior films made through the 
open mouth. Local fractures of the articular 
facets and transverse processes and lamine are 
best seen in antero-posterior stereoscopic 
plates. Injury to the. cervical spine should 
always be kept in mind when dealing with a 
patient suffering from a ecranio-cerebral in- 
jury. The relative liability of the different 
sections of the spine to injury is shown in 
Fig. 1. 


TREATMENT 


Treatment will be considered under the fol- 
lowing four headings: (1) first aid; (2) care of 
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the bladder and rectum, and the prevention of 
bed-sores in the paralyzed patient; (3) reduc- 
tion of the fracture, dislocation, or fracture- 
dislocation, and the maintenance of reduction 
until healing has taken place; (4) open reduc- 
tion. 

First-aid.—First-aid stations should be taught 
the importance of transporting or lifting a pa- 
tient in such a way that displacement of the 
vertebre will not take place and cause further 
injury by compression of the cord. This is best 
accomplished by lifting the patient face down- 
wards so that any sagging there may be between 
the points of support will hyper-extend and not 
hyper-flex the spine. When the neck is injured 
excessive movement of the cervical spine in any 
direction must be prevented. 

If the patient is paralyzed, with retention of 
urine, immediate steps must be taken to prevent 
the development of bed-sores and cystitis. 

The care of the bladder and rectum and the 
prevention of bed-sores in the paralyzed patient. 
—This important phase of treatment is more 
easily understood when one has knowledge of 
the following two clinical stages described by 
Riddoch.? In the first stage the paralyzed 
muscles are toneless and flabby; superficial and 
tendon reflexes are absent. The muscles of the 
wall of the bladder and rectum are toneless and 
incapable of contraction, but the respective 
internal sphincters are in a state of tone; hence 
there is retention of urine and feces, rather 
than dribbling and complete incontinence. The 
sympathetic reflexes are also paralyzed, so the 
skin is dry and readily becomes gangrenous. 
The second stage of reflex activity commences 
to develop in from two to four weeks. These 
reflexes are primitive and capable of functioning 
independently of the higher centres. In a com- 
plete transverse lesion of the cord they are four 
in number: (1) a flexor or withdrawal response 
of the whole leg, characteristically seen in the 
normal person when the sole of the foot is pain- 
fully stimulated; (2) restoration of contraction 
waves in the bladder and rectal musculature, 
associated with relaxation of their respective 
internal sphincters; (3) development of the 
coitus reflex with the ejaculation of semen; (4) 
return of sympathetic reflexes, as characterized 
by sweating. 

A recent study by Denny-Brown and G. 
Robertson,? shows that an automatic action of 


the bladder may develop even when the sacral 
reflex are is destroyed by damage to the cauda 
equina or the sacral segments of the spinal cord. 
This can only be explained on the basis of a 
local reflex mechanism in the bladder itself. 
A patient under my observation at the present 
time has an efficient ‘‘automatic’’ bladder, al- 
though there is a complete destruction of all of 
the sacral nerves by a tumour. A severe and 
prolonged cystitis may destroy this local reflex 
mechanism and cause complete incontinence with 
dribbling. 

When retention of urine occurs as the result 
of a neurological lesion, the bladder should be 
regularly emptied every six or eight hours by 
unclamping an inlying catheter or by catheteri- 
zation, to prevent over-distension. Some sur- 
geons allow the bladder to distend and overflow, 
in the hope that cystitis will be prevented. This 
is a fallacious idea, as a severe cystitis may 
develop in the damaged mucous membrane of 
a distended bladder, even though a catheter is 
never used. Further, I know of two cases 
treated in this way in which the bladder rup- 
tured. Over-distension also mitigates against 
the development of an automatic bladder. When 
early partial or complete recovery from the 
neurological lesion is anticipated the bladder 
should be emptied by catheter regularly every 
eight hours. If recovery from the neurological 
lesion is not anticipated, prolonged catheteriza- 
tion is a tedious process, and has little if any 
advantage over an inlying catheter, which can 
be unclamped every eight hours so that auto- 
matic micturition may develop. Gradually over 
a period of months automatic micturition be- 
comes efficient, but until it is well established it 
is necessary to guard against cystitis by a daily 
lavage of the bladder with boracie acid solution 
if the urine is alkaline, or 1 in 2,000 potassium 
permanganate solution if the urine is acid. 


When an inlying catheter is not tolerated 
because of the frequent development of epi- 
didymitis or ulceration of the meatus, supra- 
publie drainage is necessary, the catheter is kept 
clamped and the bladder allowed to empty every 
six or eight hours, so that automatic micturition 
has an opportunity to develop. 

The prevention of bed-sores offers the 
greatest difficulty during the first few weeks, 
as the skin easily breaks down, because the 
sympathetic reflexes are abolished. The cervi- 
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cal eases offer the least difficulty, as the patient 
ean easily be turned sufficiently to care for 
the skin without interfering with the treatment 
of the local lesion. Thoracic and lumbar cases 
offer greater difficulty. Hypertension on a 
Whitman frame will satisfactorily reduce the 
deformity and at the same time _ permit 
efficient care of the skin and bowels. It is not 
necessary to turn the patient completely; a 
slight shift of position every two hours, day 
and night, with frequent aleohol rubs will keep 
the skin in good condition. It is important to 
institute this régime within a few hours of the 
accident, as one frequently sees the develop- 


2006 CASES. 


cl 2354567 12345078 FON) 254 
VERTEBRAE ~ 


Fig. | 





Fic. 1.—Graph of the localization of spinal 
injury from 2,006 cases in the literature. Note the 
‘<eritical points’’. (Reproduced with permission of 


the author, Geoffrey Jefferson.) 


Fic. 2.—Reduction of a left-sided dislocation in 
Modified from Langworthy.® 


the cervical region. 





ment of a bed-sore because of neglect during 
the first night in hospital. 

Evacuation of the rectum is promoted by a 
daily enema, as impacted feces may cause 
sloughing of the rectum. Efficient automatic 
emptying of the rectum develops after some 
months, and is aided by giving a sufficient 
quantity of mineral oil to keep the stool soft. 


Reduction of the fracture, dislocation, or 
fracture-dislocation and the maintenance of the 
reduction until healing has taken place.—This 
phase of treatment varies with the situation of 
the lesion, and will be considered under the 
following headings: (1) unilateral dislocation 
of the cervical vertebre ; (2) bilateral disloca- 
tions and fracture-dislocations in the cervical 
region; (3) upper thoracic cases; (4) lower 
thoracie and lumbar eases. 

Unilateral dislocation of the cervical vertebrae. 
—In 1907 Corner* drew attention to rotary dis- 
location of the atlas. In 1927 Jackson® 
reviewed the subject and collected 27 cases. 
He pointed out that the condition is often un- 
diagnosed, because it may be produced by 
accidental violence of such a minor nature that 
the attending physician fails to conceive of the 
possibility of its presence. The joint surfaces 
between the atlas and axis are practically on a 
plane, and permit rotary movements of the 
head. If a sudden but slight force is applied 
when the head is rotated and the muscles off 
guard, there is a rupture of the capsular liga- 
ment and a slipping forward of the articular 
facet of the atlas on to or over the anterior 
marginal lip of the facet of the axis. A char- 
acteristic, painful deformity results. The head 
is rotated to one side and any attempt at move- 
ment causes marked pain at the site of the 
lesion. <A satisfactory antero-posterior view, 
which normally shows the articulation in ques- 
tion, is difficult and often impossible to obtain 
because the patient cannot open his mouth. 


Unilateral dislocations without fracture at 
lower levels occur with less frequency because 
of the overlapping of the articular facets. In 
simple unilateral dislocation without fracture 
there is no cord injury. 

Immediate reduction by traction and manipu- 
lation carried out with the definite movements 
shown in Fig. 2,° is a highly satisfactory form 
of treatment. The use of a strap about the 
operator’s waist, attached to a halter on the 
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patient, greatly facilitates traction during the 
manipulation. An anesthetic is not always 
necessary, but is usually advisable, because the 
musele relaxation enables the operator to 
manipulate the vertebra into place with greater 
ease and accuracy. After reduction has been 
accomplished a Thomas plaster collar is applied 
(Fig. 3). Reeurrences have been reported with 


the collar. but it is worth a trial, as it is so 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


| Mar. 1985 


much more comfortable than a Minerva jacket, 
which must be very expertly applied to be 
efficient. In private patients a leather collar 
“an be substituted for the plaster. The sup- 


porting apparatus should be worn for at least 
two months. 

Bilateral dislocation and fracture-dislocations 
m the cervical region.—These eases represent 
the most serious group of spinal injuries be- 


Fic. 3 (a and b).—Illustrates the use of a Thomas plaster collar after reduction has been accomplished ; 


this is the same patient shown in Fig. 5. 


Fic 4.—TIllustrating the method of applying skeletal traction on a patient with fracture-disloca- 


tion involving the 4th and 5th cervical vertebre. 


Fic. 5.—Illustrates a satisfactory method of obtaining hyper-extension in high thoracic injuries, by the 
use of a Whitman frame. This particular patient was paralyzed; three weeks after the injury it was possible 
to demonstrate waves of contraction in the bladder by the use of the apparatus shown in the photograph. 


Fic. 6.—An unusual type of fracture produced by hyper-extension rather than hyper-flexion. 


duced from Watson Jones’ paper.s 


Repro- 


Fic. 7.---Ilustrates the way in which an ordinary crush fracture is reduced by a taut anterior common 


ligament. 


This is brought about by extreme hyper-extension. 


Fic. 8.—Two house-surgeons supporting shoulders, the patient between. 
Fic. 9 (a, b and c).—Illustrates the type of cast which is applied after reduction of crush fracture of 


the first lumbar vertebra. 
Fic. 10. 


The patient was allowed to walk six hours after the cast was applied. 
Shows the x-rays of the patient in Fig. 9, before and after the application of the cast; the 


compressed vertebra has been restored to its normal thickness. 
Fic. 11.—X-rays showing the almost perfect restoration of the vertebral body in a case treated by 


Doctor Gallie after the manner described in the text. 
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cause of the high incidence of severe spinal 
cord damage. 

Immediate reduction by traction and manipu- 
lation is considered the method of choice by 
soine writers, notably Alfred Taylor.*. Immedi- 
ately following reduction Taylor applies a 
plaster enclosing the head and upper part of 
the chest, to maintain extension of the neck. 
This is satisfactory if the patient is not para- 
lyzed, but if there is marked paralysis, and 
respiration is only being carried on by the 
diaphragm the patient will not tolerate such 
fixation; further, if the lesion is above the sixth 
seoment, death will terminate the case within a 


few days at the most. If manipulation is carried 


out on the paralyzed patient it should be fol- 


lowed by traction rather than a east. 

Skeletal traction is a very satisfactory method 
Fig. 
4 illustrates a method.of carrying out this treat- 
ment. Ice-tongs are applied by tapping the 
points through the outer cortex of the skull just 
above the lobes of the ears; this procedure 
causes the patient very little discomfort when 
the scalp is anesthetized with 1 per cent novo- 
caine. A movable pully at the head of the bed 
over which the traction cord passes gives the 
patient additional comfort as the head of the 
bed can then be raised to any desired angle. It 
has been our experience that there is very little 
reaction about the points of the caliper. This 
was especially noticeable in one case where a 
weight of ten to twenty pounds was applied over 
a period of almost two months. With the ordi- 
nary halter traction a patient will not tolerate 
a continuous pull of more than five or six 
pounds, whereas by this method at least twenty 
pounds can be used. 


of treating these severe cervical injuries. 


The caliper in use now has 
been made somewhat heavier than the ordinary 
instrument supplied by instrument houses; the 
points are very sharp, and have a shoulder one- 
eighth of an inch from the tip, to prevent them 
being driven in too far; there is also a locking 
device to prevent change of position after the 
caliper is applied. 

By the judicious use of pads placed under the 
head or neck it is possible to change the direc- 
tion of the pull, or additional manual manipula- 
tion can be applied at any time. After reduction 
is accomplished the weight is reduced to four 


pounds, or, if considered advisable, a Thomas 





collar or Minerva may be applied with the pa- 
tient sitting up and the traction still in force. 
If paralysis is present, extension is maintained 
for at least eight weeks, during which time the 
patient is quite comfortable and ean be easily 
turned sufficiently to permit the proper care of 
the skin.* 
Upper thoracic cases —Fracture dislocations 
in the upper thoraci¢ region are relatively rare. 
Extension and reduction can be satisfactorily 
obtained by the use of a Whitman frame (Fig. 
D). The frame may be made more comfortable 
and efficient by filling in the sagging canvas 
between the two side bars with pads of felt. 
This is especially necessary in high thoracic 
injuries where it is difficult to get an acute 
enough angle to gain efficient extension. If 
immediate extreme extension is not tolerated 
the desired position may be obtained over a 
period of hours by removing the pads above 
and below the apex of the curve in the frame. 
When the x-ray shows a correction of the de- 
formity and there is no paralysis a east is 
applied in the manner about to be described in 
the treatment of lower thoracic and lumbar 
injuries, and the patient may be allowed to 
walk. Doctor Lewis has suggested that the 
cast in these cases be made more efficient by 
separating the upper posterior part from the 
back by a thick pad. When the plaster is dry 
this pad can be removed and the shoulders held 
back with straps. The east is worn four 
months, or replaced by some other form of 
efficient retention apparatus. 


When the patient is paralyzed it must be 
admitted that a return of useful function is 
exceptional. However, correction of the de- 
formity as outlined above gives the patient a 
better chance than any other form of treatment. 
Great care must be taken to prevent bed-sores 
by shifting the patient’s position slightly every 
two hours, day and night; at the same time the 
skin over the back is thoroughly rubbed with 
alcohol and powdered. If these nursing duties 
are faithfully carried out it is not necessary to 
devise any scheme for turning the patient on 


* Just recently my attention has been drawn to an 
article by Crutchfield, published in The Southern Surgeon, 
June, 1933, describing skeletal traction on a patient with 
a severe cervical fracture dislocation. The deformity 
was not completely reduced in his case, but the final 
clinical result was highly satisfactory. He was greatly 
impressed with the comfort afforded the patient during 
treatment. 
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his face. A hole eut in the canvas permits the before the cast is removed his morale is com- 


use of a bed-pan, but the buttocks must be 
prevented from sagging through this opening 
when the pan is not in use; this is accomplished 
by packing pillows in between the bed and the 
opening or by covering it with a separate piece 
of canvas which ean be tightly laced in 
position. 

Lower thoracic and lumbar cases.—In this 
situation the essential deformity is a crush of 
one or more bodies, produced by forcible hyper- 
flexion. It is unusual to find a gross displace- 
ment of the vertebre, although this may occur. 
Very rarely a fracture of a body is produced 
by the opposite mechanism, namely, forcible 
hyper-extension (Fig. 6). It is important to 
recognize such a condition, which involves a 
rupture of the anterior common ligament and 
so must be treated by the application of a cast 
in slight flexion, rather than in extreme ex- 
tension. 


Reduction depends upon the integrity of the 
anterior common ligament. Fig. 7 shows the 
manner in which the fractured vertebra is 
moulded into position by the anterior common 
ligament when it is made taut by extreme hyper- 
extension. Jones® has recently published a 
paper showing that this extreme hyper-extension 
can be efficiently obtained by allowing the pa- 
tient to sag between two tables; a plaster jacket 
is applied immediately and by the time it is dry 
the patient has sagged into a position of ex- 
treme hyper-extension and the cast maintains 
this position; an anesthetic is not necessary. 
The patient is allowed up within a few hours, 
and the following day he is carefully instructed 
with regard to exercises which will strengthen 
the back muscles. The cast is removed in four 
and one-half months, and no further retention 
apparatus is necessary. During the period that 
the patient is wearing the east he is able to 
carry on with any form of work which does not 
necessitate a mobile spine. Within six months 
from the time of the injury any form of occupa- 
tion ean be resumed. During the period that 
the patient is wearing the cast the impor- 
tance of seeing that he carries out exercises to 
strengthen the back muscles cannot be over- 
emphasized. If this is not done and the patient 
not re-assured from time to time a painful weak 
back will be the likely result. Whereas if the 


patient is made to carry out vigorous exercises 


pletely restored. Fig. 8 shows a simple, and 
satisfactory method of obtaining hyper-exten- 
sion. The two assistants, as shown in the pic- 
ure, support the shoulders and reassure the 
patient. An anesthetic is not necessary. The 
patient suffers a moderate amount of discom- 
fort, but avoids the danger of pneumonia, 
suffers less distension of the bowels, and is able 
to get up a few hours after the cast is applied. 
The cast is applied over stockinette or well- 
fitted pieces of silence cloth held in position 
with adhesive; it must fit very snugly about 
the iliae crest, at the site of fracture, and over 
the pubes and upper end of the sternum, to 
maintain the hyper-extended position. Fig. 9 
shows a patient wearing a cast; at the same 
time he is able to carry on with his occupation 
as a gardener. Fig. 10 shows the x-rays before 
and after treatment. The deformity was not 
ereat in this ease, but the x-rays are interesting 
as the case represents a type of injury which 
may be overlooked unless careful x-ray ex- 
amination is made. If such a patient were not 
efficiently treated he might later develop col- 
lapse of the vertebra, a condition known as 
IKXktimmel’s disease, and have a permanent dis- 
ability from a painful weak back. Fig. 11 
shows the x-rays of a patient recently treated 
by Doctor Gallie. They illustrate the reduction 
of a more marked deformity. This patient, six 
months after his injury, is quite free from 
disability. A few years ago such highly satis- 
factory results were unknown, whereas today 
they are to be expected; undoubtedly the 
ambulatory method introduced by Jones,’ 
represents a great advance in the treatment of 
most fractures in the lower thoracic lumbar 
region. Paralysis is not nearly so frequent in 
this group of cases. Fortunately when it does 
occur the prognosis is much more favourable 
than in the high thoracie and cervical injuries. 
If the lumbar and sacral segments of the cord 
are crushed the paralysis will be permanent. 
However, the most common site of fracture is 
just below the lumbar segment, in which case 
the paralysis of the legs is largely due to 
injury of the cauda equina, and these nerves 
are seldom severed, so that rapid return of 
function is the rule when pressure is removed 
by correction of the deformity. Even if the 
sacral segments of the cord are hopelessly 
damaged an efficient automatic bladder usually 
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develops, especially if the paralysis of the legs 
improves sufficiently to permit this patient to 
walk and so improve his general health, 

Jones* advocates treating these paralyzed 
patients by immediate hyper-extension and the 
application of a plaster jacket. An alternative 
and satisfactory method is to first obtain redue- 
tion of the deformity by the use of a Whitman 
frame, as outlined in the treatment of high 
thoracic injuries. The skin of the paralyzed 
patient is more easily cared for on a Whitman 
frame than in a plaster jacket. If the paralysis 
improves sufficiently a plaster jacket can then 
be applied and the patient allowed up. If 
recovery is not sufficient to permit this the 
patient is kept on the frame for three or four 
months and then allowed up in a wheel chair. 

Open reduction.—There is a small group of 
cases suitable for operation. 

The only acute cases operated upon are those 
in whom a direct blow has driven a fragment 
of bone into the spinal canal. Two such cases 
have recently been seen. One patient fell, 
hitting his back on the sharp edge of a curb, 
and the other had the long handle of an 
automobile door driven into his back. In both 
of these patients a fragment of lamina was 
causing direct pressure on the cauda equina, 
and very satisfactory results were obtained 
from operation. It was obvious in these two 
cases that no form of manipulation would re- 
lieve the pressure. Coleman’? has advocated 
the use of the Queckenstedt test as a guide for 
or against laminectomy. In the two eases out- 
lined above the test was positive, showing that 
pressure on the nervous structures was still 
present. 


When paralysis is complete and occurs im- 
mediately after the accident in cervical and 
thoracic injuries, it is almost certain that the 
cord has been hopelessly damaged. Non- 
operative reduction of the deformity gives the 
patient some slight hope of at least partial 
recovery. Unless there is evidence of recovery 
within forty-eight hours the prognosis is hope- 
less, and it is quite certain that operation is 
useless at any stage. The prognosis in lower 
thoracic and lumbar cases is much more hope- 
ful, but here again hyper-extension offers the 
patient a much better chance than any opera- 


ug—n 


tive treatment, apart from the occasional 
unusual case as outlined above. 

Cystic arachnoiditis is a well recognized con- 
dition which occasionally follows trauma to the 
sub-dural structures. In this lesion cystic col- 
lections of fluid cause pressure on the spinal 
cord and give rise to symptoms some months 
after the injury. If the pathological condition 
is fairly weil localized very satisfactory results 
follow operation. 


SUMMARY 


1. Cervical injuries are treated by a combina- 
tion of manipulation and skeletal traction until 
the deformity has been reduced. Skeletal trac- 
tion is often the method of choice. 

2. High thoracic fractures are treated by 
hyper-extension on a Whitman frame. If the 
patient is not paralyzed the Whitman frame can 
be replaced by a cast after reduction is accom- 
plished. 

3. Patients with low thoracic and lumbar 
crush fractures are allowed to walk a few hours 
after the application of a plaster cast which 
holds the spine in an extreme hyper-extended 
position at the site of injury. If paralyzed, 
these patients are treated on a Whitman frame 
in a hyper-extended position. If the paralysis 
recovers treatment may be ambulatory, after 
the application of a cast to maintain hyper- 
extension. 

4. The eare of the skin, bladder and rectum 
in the paralyzed patient has been outlined. 

5. The few indications for open operation 
have been discussed. 
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A REPORT OF ELEVEN CASES 


By Frank E. Cormi, M.D.,* 


Montreal 


AND 


SLOAN G. Stewart, M.D.,+ 
Atlantic City, NJ. 


HE purpose of this paper is to summarize 

the results of the clinical study of 11 cases 
of nickel dermatitis. The pertinent features 
of these cases will be presented briefly and dis- 
cussed in the light of our present knowledge of 
specific sensitization to nickel. 

The literature concerning nickel dermatitis 
has been recently reviewed by Stewart? and 
Goldman.? Two general types of nickel derma- 
titis have been recognized. The first, seen 
mostly in industrial workers, follows prolonged 
and extensive exposure of the skin to solutions 
of nickel.? Goldman’s two eases fall into this 
group. The second may be considered an idio- 
synerasy, and occurs chiefly in allergic indi- 
viduals who develop multiple sensitivities on 
only oceasional contacts with certain irritating 
substanees. The case reported by Stewart falls 
into this group. 

In a series of experiments on guinea pigs, 
Stewart and Cormia‘ attempted to determine 
the nature of these reactions to nickel. Specific 
sensitivity could not be produced, although 
a variety of methods were used. The experi- 
ments indicated that the dermatitis produced 
in guinea pigs was entirely an irritative phe- 
nomenon. The following cases, however, present 
certain aspects which indicate that the derma- 
titis, as it exists clinically in man, is not entirely 
irritative. This point will be considered in the 
discussion of the cases. 

A criterion for sensitivity by the patch test 
method had to be developed. No uniform 
method for patch testing with nickel had been 
determined.’ Conflicting results have been ob- 
tained, depending on the salts of nickel used, 
and whether patch tests were applied to pre- 


* From the Department of Dermatology and Syphilo- 
logy, University of Pennsylvania Medical School, 
Philadelphia, Pa., service of Dr. John H. Stokes. 

+t From the Allergic Section of the Medical Clinic 
of the Hospital of the University of Pennsylvania, 
Philadelphia, Pa. 





viously involved or uninvolved areas of skin. 
It was necessary to determine the type of test 
substanee to be used and its concentration. 
Stewart? had previously shown that nickel 
nitrate was too irritating to be used for patch 
testing. He used nickel chloride, a salt less 
soluble than the nitrate, but more soluble than 
the sulphate which has been mostly used by the 
German and Swiss investigators. Five, 8, 10 
and 20 per cent solutions of nickel chloride 
were applied percutaneously for twenty-four 
hours to 4 normal and 6 allergic persons. 
Weakly positive reactions frequently occurred 
with 10 per cent solutions. No reactions were 
obtained with 8 per cent nickel chloride. The 
patch testing in the cases to be reported was 
done with 8 per cent nickel chloride, except in 
controlled instances. 


CASE 1 


M.D., a woman aged thirty-two, who had had hay 
fever for seven years and vasomotor rhinitis for many 
years. There was a history of hay fever in the father 
and urticaria in one sister. 

A dermatitis occurred on the arm and shoulders 
wherever safety pins and white gold came in contact 
with the skin. 

Skin tests showed strong reactions to grasses, rag- 
weed, feathers, hair and dust. Patch tests with nickel 
chloride were strongly positive. There was also a strong- 
ly positive reaction to cobalt chloride. Skin tests with 
zine, copper, tin, aluminum, lead, iron, silver and gold 
were negative. . 

When the strongly positive reaction to the patch 
test with nickel occurred, there was a strong focal 
‘*flare-up’’ of a previous nickel lesion at a distant site. 


CASE 2 


V.B., a woman aged twenty-one, who had had 
occasional attacks of urticaria. There was no other 
form of allergy, and no family history of allergy. 

Strongly positive reactions were obtained to feathers, 
hair and dust by the scratch method. 

White gold glasses had been worn for three years. 
For one month there had been a subacute pruritic 
erythemato-vesicular dermatitis at contact points on the 
nose and behind the right ear (Figs. 1 and 2). For 
two weeks a similar lesion had been present beneath a 
white gold wrist band. All of these lesions disappeared 
when the metal contact was removed. 

Patch tests with nickel chloride and cobalt chloride 
were strongly positive at a distant site. Patch tests to 
other heavy metals were negative. 
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CASE 3 

S.G., a man aged thirty-two, who had had occasional 
outbreaks of urticaria and vasomotor rhinitis. No family 
history of allergy could be obtained. Skin tests to 
various allergens were negative. For the past two years, 
in warm weather, an itching, vesicular dermatitis de- 
veloped beneath a metal wrist band. The lesion dis- 
appeared when the band was removed, but returned 
when reapplied. 

Patch tests with nickel chloride and cobalt chloride 
at distant sites were strongly positive (Fig. 3). — 





Fig. 
by nickel in frames of white gold spectacles. 

Fic. 2.—Chronie eezematoid dermatitis caused 
by nickel in nose rest of white gold spectacles. 

Fic. 5.—Positive patch tests with nickel salts 
(24 hours) showing relation of intensity of reaction 
to solubility of the salts. 


1.—Chronie eezematoid dermatitis caused 


CASE 4 


B.B., a man aged twenty-two, who had no allergic 
phenomena, and whose family history was negative for 
allergy. 

At intervals for the past three years, whenever he 
wore a certain metal wrist band, a pruritic, vesicular 
dermatitis would appear at the site of contact with the 
skin. The lesion disappeared when the band was 
removed. 

All patch tests with heavy metals at remote sites 
were negative. A patch test with nickel chloride was 
positive at the site of the previous lesion, but a similar 
test was negative at a distant site. 


CASE 5 

ILS., a man, aged thirty-six years, developed oc- 
casional urticarial attacks after sea-food. There was no 
allergy in the family. He had had a mild seborrheic 
dermatitis for the past ten years. 

Three years ago, after wearing white gold spectacles 
for two months, a dermatitis developed behind both ears 
and over the temples. The eruption was first erythemat- 
ous and vesicular, later becoming subacute, with slight 
oozing, lichenification, and fissuring. There was only a 
very mild seborrhaa of the scalp. He perspired freely. 


The glasses were changed to the pince-nez type after 
the eruption had been present for ten weeks, but the 
dermatitis persisted for another six weeks before com- 
pletely involuting. 

atch tests with nickel chloride on the forearm were 
positive. Negative results were obtained with other 
heavy metals, 

CASE 6 

L.D., a man aged twenty-five, who had had a long 
standing allergic dermatitis on face, neck and upper 
extremities. An allergic ‘‘work-up’’ revealed many 
questionable sensitivities, and strongly positive reactions 
(seratch method) to house dust, chicken and duck 
feathers, silk, wheat, and pyrethrum. One aunt had had 
a drug urticaria, but there was no other allergy in the 
family. 

Four months before consultation he began to wear 
white gold glasses, and one month later the dermatitis 
around the eyes and ears, which had always been very 
mild, grew much worse. Patch tests with nickel chloride 
were only questionably positive. Gold-rimmed glasses 
were then substituted, with marked improvement. Later, 
however, because of economic reasons, the white gold 
glasses were returned, and when last seen the dermatitis 
had reappeared. 


CASE 7 


L.F., a woman aged thirty-five, who had had a 
vasomotor rhinitis for many years, and many attacks of 
bronchitis. One aunt had severe asthma; a sister was 
subject to urticaria. 

For the past four summers she had developed a sub- 
acute erythematous and lichenified dermatitis in the 
area covered by a large nickel-plated wrist watch. She 
wore the watch during the entire year, but it was only 
during the summer months that the eruption appeared. 
She perspired very freely. The dermatitis disappeared 
promptly when the nickel contact was removed. 

Patch tests with nickel chloride were done on the 
previously involved site and at a distant site on the 
forearm. Both were negative. 


CASE 8 


M.S., a man aged twenty-two, who had had an 
eczema on the face in childhood. The mother gets 
urticaria, the father eczema, and an aunt has asthma. 

Three years ago he began to wear a new nickel 
watch band. Eleven months ago (August, 1933) he 
developed an acute erythemato-vesicular dermatitis in 
the area covered by the band. The dermatitis wholly 
disappeared ten days after the removal of the contact. 

Patch tests done with 10 per cent nickel chloride 
were strongly positive at the previously involved site, 
but were negative at distant sites. 


CASE 9 


E. S., a nurse aged twenty-three, who had had 
infantile eczema on the face, and at the age of twenty- 
one had developed an allergic (?) dermatitis on thie 
forearms. An aunt is subject to asthma. 

For the past four years she had had an inter- 
mittent, subacute, lichenified dermatitis on the ball of 
the right thumb. This appeared on three occasions, 
whenever she was on operating room service and fre- 
quently handled nickeled instruments. The dermatitis 
again recurred when on service in a baby ward. 
Questioning elicited the fact that she constantly handled 
nickeled safety pins with the fingers of the right hand. 
The dermatitis subsided as soon as the contact was 
removed. Patch tests were done with 10 per cent nickel 
chloride. A negative result was obtained on the forearm, 
but a strongly positive reaction occurred on the previous- 
ly involved area on the right thumb. 


CASE 10 


M.S., a man aged forty-eight, who had had recurring 
attacks of dermatophytosis of the feet and dermato- 
phytids of the forearms for the past eight years. The 
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dermatophytid has usually appeared during pyogenic 
bouts or during periods of nervous exhaustion. The 
family history was negative for allergy. 

Five years before seeking advice he began to wear 
white gold spectacles. Soon after a dermatitis appeared 
at every point of contact with the rims and bows of the 
glasses. The dermatitis was always worse in hot weather 
when he perspired freely. He had changed glasses five 
times, and pearl catches had eliminated the eruption on 
the nose. Four weeks ago the dermatitis reappeared be- 
hind the ears, coincident with a dermatophytic explosion. 
It improved as the ringworm infection subsided. 

Patch tests were not done, as it was feared that a 
generalized dermatophytic explosion might be precipi- 
tated. 

The eruption behind the ears promptly subsided on 
removal of the nickel contact. A patch test two weeks 
later, performed by applying the glasses to the flexor 
surface of the forearm, was strongly positive. 


Case 11 


C.B., a woman, aged sixty-five, whose general health 
had always been good. There was no history of allergy 
in the family. For the past five summers the patient 
had developed an erythemato-squamous, and_ slightly 
oozing, dermatitis on the extensor surface of the right 
forearm, at points of contact with the top of a nickel- 
plated ice cream cabinet. At the same time the skin in 
contact with her white gold spectacles would become 
very pruritic, and soon an acute dermatitis would ap- 
pear. When the eruption became well marked extension 
to the non-contact areas of the arm would often occur. 
The patient was in the habit of resting her forearm on 
the cabinet top for long periods of time. This occurred 
throughout the year, but it was only in the summer, 
when she perspired freely, that the dermatitis charac- 
teristically appeared. 

Patch tests with nickel chloride were strongly posi- 
tive both at the involved and at a distant site. The 
dermatitis promptly subsided when the offending con- 
tacts were removed. 


SUMMARY AND DISCUSSION 


In 6 of the 11 cases reported there was 
definite evidence of allergy. In 5 of the 11 
eases a family history of allergy was obtained. 
In each of these allergic cases the reactions 
were more easily produced and were more 
intense than in the non-allergie cases. Gold- 
man’s eases and Stewart’s previous case 
showed similar evidence of allergy. 

The Prausnitz-Kriistner phenomenon was 
negative in the four cases in which it was at- 
tempted. This suggests that the sensitization 
to nickel was of the direct cellular type. 

In 3 eases patch tests were negative at 
distant sites, but positive at the sites of pre- 
vious nickel dermatitis. Most of the cases 
reported by Jadassohn and Schaaf® would fall 
into this category. This type of reaction 
suggests that the sensitivity in these cases was 
strictly a local phenomenon. 

In 1 patient, acute ‘‘flare-ups’’ of a chronic 





allergic eczema precipitated an acute dermatitis 
at the sites of quiescent nickel lesions. This 
suggests that the reactivity of the skin to 
irritating substances had been definitely in- 
creased. 

In ease 1, in which the ‘‘focal’’ reaction 
occurred following the application of the test 
solution, it seems likely that a highly developed 
sensitivity was present. 

In case 6 it seems likely that the nickel was 
only a superimposed irritating factor. There 
was no sensitivity to nickel in this patient. 

In ease 10, in which the nickel dermatitis 
flared up coincidently with a dermatophytic 
explosion, it is suggested that the generalized 
fungus infection so increased the sensitivity of 
the skin that the previously subthreshold 
irritation of the nickel in the glasses rims was 
then sufficient to cause a clinically active 
lesion. 


CONCLUSIONS 


1. Nickel dermatitis can be produced in many 
persons by prolonged contact with nickel. 
This reaction is influenced by temperature, 
humidity, and concentration of nickel. It is 
typically an irritative dermatitis. 

2. There are certain persons in whom nickel 
dermatitis develops, where the contact is no 
greater than that which oceurs in unaffected 
persons. The high percentage of allergic 
phenomena in the group presented suggests 
that the dermatitis is due to an increased 
tendency of the skin to react to certain 
cutaneous irritants. 

3. Generalized hypersensitivity to nickel is 
present in a small percentage of people. In 
another small group localized hypersensitivity 
to nickel oceurs. | 
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THE ‘‘PATCH TEST’? AS AN AID IN DIAGNOSIS* 


By NorMAN M. Wronea 


Toronto 


HE *‘ patch test’’, otherwise known as the con- 

tact eczema test, was proposed by Jadassohn, 
in 1895 as an aid in the diagnosis of skin erup- 
tions. It has proved of definite value in estab- 
lishing the etiological factor in many otherwise 
obscure skin diseases. The test is easily per- 
formed and needs no elaborate paraphernalia. 
Since its introduction by Jadassohn and further 
elucidation by Bloch! in 1929, the patch test has 
been widely used by dermatologists. However, 
it is felt that it has not been used by the general 
practitioner as extensively as its ease in per- 
formance would warrant. 

The technique, as suggested by Bloch, is as 
follows. A small quantity of the suspected sub- 
stance is applied to the skin; this is covered 
with a piece of linen or cotton; this, in turn, is 
covered by thin sheet rubber and the whole is 
fastened on with adhesive tape. It is allowed to 
stay on for twenty-four hours, then removed, 
and the test read. 

Numerous modifications of this technique have 
been proposed. Shelmire? has recently suggested 
that, instead of fastening the linen and rubber 
on with adhesive tape, one should rim a round 
piece of closely woven linen or cotton with a 
liquid glue and apply this to the skin. As 
adhesive tape frequently causes an eruption 
which may interfere with the reading of the test 
this modification would appear to be an excellent 
one. However, in my hands, it has proved to 
be useless, as the patches will not stick properly 
if the test substance is moistened. Percival® has 
demonstrated conclusively that the test sub- 
stance should be moistened with distilled water 
or saline. That is, one may get false negative 
results if the substanee is absolutely dry. 

The following procedure has proved fairly 
reliable. White tape, one and one-half inches 
wide, obtainable in any dry-goods store, is pro- 
eured. This is cut into one and one-half inch 
squares, and the corners rounded. Rubber dam 
is then cut to the same size and fastened to 


* From the Department of Medicine, University of 
Toronto, and Toronto General Hospital. 





the tape with a very small quantity of glue. 
If the test substance is a powder or in dry 
particles, such as fur, sawdust, ete., it is best 
applied to the skin on a small piece of absorbent 
cotton moistened with water. Then over this 
is placed the tape,covered with rubber dam 
and the whole is tightly fastened on with ad- 
hesive tape. A space of at least one-half inch 
should be left between the patches, so that only 
about eight patches can be applied conveniently 
to the flexor surface of the forearm. Any non- 
hairy portion of skin may be used for the test, 
but Bloch and Sulzberger and Wise* have em- 
phasized the fact that the areas which have been 
in contact with the antigen are more likely to 
give a positive result than areas remote from 
the affected site; that is, if the eruption is on 
the neck and face, due to contact with a dyed 
fur collar, then a patch test with fur near the 
neck is more likely to be positive than one on 
the leg. Percival and Ingram® have not found 
this to be the case, and both they and Shelmire 
use the back for testing. Sulzberger and Wise 
report a positive patch test on the back in a 
patient who had an eruption on the eyelids from 
‘‘eve drops’’. Thus, a general sensitivity of the 
skin may result from the application of an 
antigen to a very small area. 

The test should be read in a good light, 
preferably daylight. There are many degrees 
of reaction, varying from simple erythema to 
the formation of large vesicles. Bloch stipu- 
lated that in order for a test to be regarded as 
positive it must show more than _ simple 
erythema. There must be some thickening of 
the skin and vesicle formation. The vesicles 
may be very small, and so must be seen in a 
good light in order to be recognized. It was 
pointed out by Bloch, and has since been 
stressed by Percival and Ingram and others, 
that the spot should be examined again at the 
end of forty-eight hours. Ingram has reported 
reactions appearing several days up to three 
weeks after the test substance has been re- 
moved. Many skins will show a marked 
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erythema at the site where the adhesive tape 
was applied, but, with care, this need not con- 
fuse the reading of the test. 


It would defeat the very purpose of the patch 
test if it were applied indiscriminately to every 
case of skin disease. The first requisite for 
sueceess in the use of the test is the taking of a 
careful history. If one is able to elicit the 
information that the eruption appears after 
contact with a definite substance, such as face 
lotion, fur, primula, ete., the testing is a rela- 
tively simple matter, as only the suspected 
substance and a contro] need be used. In some 
cases, however, there may be as many as ten or 
twenty substances under suspicion; tests with 
all must be performed. The test substances 
should be of such a nature or be made of such 
a dilution that they will not cause a reaction 
on normal skin. Sulzberger and Wise empha- 
size this point, and remark that the investigator 
should control carefully all test materials 
before arriving at conclusions. They mention 
the fact that soap will cause a reaction on 
many skins if kept in contact for twenty-four 
hours. In order to test an abnormal sensitivity 
to soap one should use it in such a dilution that 
it will cause no reaction on normal skin. It is 
unnecessary, and indeed unwise, to have a 
large series of test substances with which every 
patient is tested. As has been pointed out 
before, a careful history will limit the sub- 
stances under suspicion. These then should be 
tested for and suitable controls used. Each 
case must be tested on its own merits and 
the tests performed accordingly. Bloch and 
Steiner-Wourlisch® have emphasized the fact 
that one cannot distinguish dermatitis venenata 
from eczema clinically. They were able to 
produce widespread eruptions lasting for 
weeks, and clinically indistinguishable from so- 
called idiopathic eezema, by repeated applica- 
tions of extract of Primula obconica to normal 
skins. Bloch and his eo-workers became so 
sensitive to Primula by these repeated applica- 
tions that a widespread eruption would result 
from the Primula plant being brought into a 
room with them. The practical application of 
this observation lies in the fact that one should 
not dismiss external irritants as the offenders 
beeause one is dealing with what appears to be 
a widespread eczema. 

A positive reaction, with negative controls, to 
a test substance indicates epidermal sensitivity. 


Fixed-cell antibodies have been formed in the 
epidermal cells due, possibly, to repeated 
previous contact. Antibodies in the blood 
stream are uncommon in eases where the skin 
alone is involved. In urticaria and angio- 
neurotic «edema, the antibodies are thought to 
be in the cells forming the blood vessel walls, 
and so there will likely be no reaction to a 
substance applied to the unbroken skin. In 
cases such as this the antigen must be injected 
or introduced through a scratch. The converse 
holds true, that is, in epidermal sensitivity 
there may be false negative results from intro- 
ducing the antigen subcutaneously by the 
hypodermic syringe or on the broken skin by 
the scratch method. 

It should be pointed out at this juncture that, 
although the skin eruption may have originally 
been caused by sensitization to one substance 
only, a sensitivity may develop to a variety of 
substances. For example, a worker in nickel 
may develop a dermatitis due to repeated con- 
tact with the metal. If the condition is 
untreated, he will likely, in the course of 
months or years, become sensitive to a variety 
of substances. The eruption may be altered by 
scratching or by the application of irritating 
lotions or ointments, so that the removal of the 
original offender will not cause any appreciable 
improvement for a long time. 

It should be borne in mind, also, that a skin 
may become sensitive to a substance after 
repeated contact over a period of years. For 
example: Burgess and Usher’ reported cases of 
sensitivity to quinine, which developed follow- 
ing the use of a quinine-containing shaving 
lotion over a period of years. Thus, one should 
not conclude that a substance is not an offender 
from the history that it has been handled for 
years without ill effect. ° 

There are many puzzling factors in the use 
and interpretation of the patch test. Often a 
history will be obtained that an eruption fol- 
jiowed contact with a definite substance. Patch 
tests may be done and the results found to be 
negative. Nevertheless, on removal of the sus- 
pected substance from contact with the patient, 
the eruption clears. This may indicate faulty 
technique, or, more likely, is due to the fact that 
the test does not reproduce truly the factors 
which caused the eruption. If the test is ex- 
pected to be 100 per cent reliable, many disap- 
pointments will follow its use. 
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The following eases illustrate the value as 
well as the limitations of the test. 


CASE 1 


A white female, aged 20, born in Canada, reported 
at the Dermatology Clinic, Toronto General Hospital, 
complaining of an eruption on the left wrist and the 
outer aspect of each thigh. This eruption had been 
present for two months. She had been wearing a white 
gold wrist watch and bracelet for about four months, 
and had been wearing metal plated garter clasps for 
some years. The rest of the history was unimportant. 

On examination, a reddened, slightly scaling area 
was seen on the volar surface of the left wrist. On closer 
examination, tiny papules, vesicles and a few crusts were 
seen in this area. On the middle third of the lateral 
aspect of each thigh were similar areas. The rest of the 
skin and mucous membranes were clear, and general ex- 
amination of the patient revealed nothing of note. 





Fig. 1. (Case 1).—Forearm: At ‘‘A’’ the site of 
the positive patch test with the nickel coin; a s‘ight 
reaction to adhesive tape may be seen at either side. 
At ‘‘B’’ the eruption due to the ‘‘white gold’’ wrist 
watch. 


A patch test was done with a nickel coin as white 
gold contains nickel. The patient reported at the clinic 
five days later. Beneath the nickel coin the skin was 
reddened, thickened, scaling, and contained numerous 
tiny vesicles. The patient said the skin had been 
irritable since the first day. A photograph was taken 
at this time to show the patch test and the eruption. 
(See Fig. 1). 


CASE 2 


A female, aged 35, reported at the Dermatology 
Clinic, complaining of redness, itching and burning about 
the external nares and upper lip for a period of six 
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weeks. On questioning her, it was learned that she had 
been ordered to use ‘‘nasal drops’’ about two days 
before the appearance of the eruption. These ‘‘drops’’ 
contained menthol, eucalyptol and oil of pine in liquid 
paraffin. She had used the drops twice daily during the 
six weeks’ period. Patch tests and controls were done 
on her forearm and all were negative. However, she 
was told to discontinue the drops, and the eruption 
cleared completely without further treatment and has 
not recurred. 

In conclusion, it should be emphasized once 
more that the attempt to use this means of 
diagnosis in lieu of a careful history and ex- 
amination of the patient will defeat the very 
purpose of the test. Also, its use as a placebo, 
to satisfy the patient that something is being 
done, must be deprecated. It is felt that this 
test provides a definite addition to the diagnostic 
equipment of the physician. But, like any 
laboratory test, it cannot supersede or replace 
clinical examination. The test reproduces as 
nearly as possible the conditions which are sus- 
pected of causing the skin eruption. However, 
the interpretation of results must be tempered 


with clinical experience. 


SUMMARY 


1. The technique of the patch or contact 
eezema test, with suggested modifications, is 
described. 

2. The reading of the test is next described. 

3. The importance of careful history-taking, 
as a requisite for success in the use of the test, 
is emphasized. 

4. It is pointed out that positive tests, in the 
absence of negative controls, indicate the pres- 
ence of antibodies in the epidermal cells. 

5. The indiscriminate use of the test is de- 
precated. 
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COARCTATION OF THE AORTA* 


By H. A. Farris, M.D., F.R.C.P.(C.), 
Saint John, N.B. 


COARCTATION of the aorta of the adult 

type’? in which we are interested is a eon- 
genital acute constriction of the isthmus of the 
aorta at or near where the ductus arteriosus 
joins the aorta. The pathology of the condition, 
including the collateral circulation, has been so 
thoroughly investigated and described by Ab- 
bott,” Lewis,* Blackford,t King,’ Lichtenberg 
and Gallagher,’ Strong,’ and many others that 
no attempt will be made to elaborate further 
on this. 

In the past, the diagnosis of this condition has 
been usually an autopsy, rather than a clinical 
one, and rarely has a clinical diagnosis been 
made before adulthood. More eases should be 
reported, so that physicians may become more 
familiar with the clinical diagnosis of this eondi- 
tion, which is now considered very obscure and 
difficult. In the two eases I wish to report, the 
diagnosis was not difficult when coarctation of 
the aorta was thought of. That this condition 
is more frequent than is generally realized and 
may be diagnosed clinically much earlier was 
well shown in a report by Lewis,® in an outdoor 
clinic, where he was treating 20 to 30 cases of 
essential hypertension. It was felt necessary 
for statistical reasons, routinely, to exclude 
coarctation of the aorta as the cause of the 
hypertension. Much to his surprise, he found 
three cases, and a few months later, under 
similar conditions, he found two more. These 
had all been missed previously by expert ob- 
servers, probably because the condition was not 
in mind at the time of examination. 

Coarctation of the aorta, according to Abbott,” 
was first deseribed by Paris® in 1789, yet Abbott 
in 1928, in giving a summary of reported eases, 
was able to find only 200 cases of coarctation 
with autopsy findings. Blackford,‘ in publishing 
a similar analysis a few weeks later, claimed 
that coarctation of the aorta occurred once in 
1,550 autopsies. According to a recent sum- 
mary by Lichtenberg and Gallagher,® only 250 


* Read before the American Clinical and Climatologi- 


eal Association, Toronto, Ontario, May 21, 1934. 





eases of adult type of coarctation verified by 
autopsy had been reported to date, and only 
25 of these had been diagnosed during life. In 
50 .other reported cases the diagnosis had been 
made on more or less substantial grounds. 


SYMPTOMATOLOGY 


The symptomatology may be divided into four 
groups.—(1) Symptoms associated with hyper- 
tension in the upper part of the body, such as 
nervousness, headaches, epistaxis, dizziness, 
flushing of the face, and a constant high colour. 
Shapiro® quotes Abbott as saying that these 
patients may be unusually bright, due to the 
excessive blood supply to the head, and he also 
states that because of the increased blood supply 
to the upper part of the body many of these 
eases may be mistaken for hyperthyroidism. 
(2) Symptoms due to low blood pressure and 
poor circulation in the lower extremities, such 
as numbness, cold feet, tiredness, and vague 
pains in the legs, and intermittent claudication. 
(3) Symptoms of overaction of the heart and, 
later, cardiac failure. (4) Symptoms due to 
cerebral hemorrhage. 

The important signs are hypertension in the 
upper extremities, low blood pressure in the 
legs, with a small retarded femoral pulse. The 
vast majority of cases show, especially in the 
later stage, dilated superficial vessels, more 
marked over the back. Lewis* states that even 
an expert observer very frequently will over- 
look very marked collateral circulation unless 
definitely looking for it, and that he himself has 
done so a number of times. Marked pulsation 
of the carotids may be noted, and there is gen- 
erally a very definite capillary pulse. Usually 
a loud systolic murmur is heard, especially over 
the left scapular region. The x-ray, as de- 
seribed later, may help. 

It is not practicable in every heart examina- 
tion to examine the femoral pulse, but in every 
ease of hypertension, especially in young per- 
sons, this should be done as routine, and if this 
be done many eases of coarctation that have been 
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overlooked in the past will be found. It is 
important that the correct diagnosis be made so 
that the activity of the patient may be regulated. 

The two cases I wish to report will now be 
deseribed. 


CASE 1 


A patient, whom the writer saw in consultation with 
Dr. Donald Porter, of the pediatric service of the Saint 
John General Public Hospital. He was a white Canadian 
boy, aged eleven years. His mother said he had been 
very healthy and active all his life, excepting that as a 
young child he had some wheezing in his chest and he 
was always nervous. Two years previously a school 
physician had reported a heart murmur, but as the child 
seemed perfectly well, the parents paid no attention to 
this report. 

On the night of the acute onset of symptoms he 
went to bed as usual, apparently well. His mother was 
aroused at midnight by his entering her room and saying 
he could not stand. He collapsed on the floor before 
she could reach him. He was admitted to the pediatric 
service of the Saint John General Hospital two hours 
after the onset. The family physician, Dr. S. H. 
McDonald, said that the boy was having convulsions 
resembling those of strychnine poisoning. On admission, 
the least stimulus caused him to thrash about his arms 
and legs, and occasionally to assume opisthotonus, Be- 
tween spasms, at times, there was slight retraction of the 
head and rigidity of the neck. No signs of paralysis 
were noted. The pupils were dilated equally and reacted 
sluggishly. The knee jerks were absent. No ankle 
elonus was present, and Babinski’s sign was doubtful. 
The Achilles jerks were noted. Abdominal reflexes were 
questionable. The temperature was 102°; pulse 110; 
respirations 24; blood pressure 144/110. The pulse was 
full and bounding. A loud systolic murmur was heard 
over the mitral area, and a systolic thrill was felt at the 
apex and not near the sternum. The apex beat was 
heaving and outside the mid-clavicular line. There was 
definite dullness over the right lung, with feeble breath 
sounds. 

A ecatheterized specimen of urine, taken two hours 
after the first symptoms were noted, showed a marked 
reduction of Fehling’s solution and the presence of 
acetone. The blood sugar was then 0.24 per cent. On 
account of the hyperglycemia, glycosuria, and acetonuria 
being present only two hours after the onset of acute 
symptoms a consultant thought that diabetes was a 
possible diagnosis, so advised giving 10 units of insulin 
and 400 ¢.c. of 10 per cent glucose intravenously. Two 
hours later, a spinal puncture showed bloody fluid, ap- 
parently under high pressure, as estimated by the flow 
of the fluid. The Wassermann test and culture of the 
spinal fluid later proved to be negative. Four hours after 
the onset it was noted the white blood cells were 22,400. 
After eight hours a spinal tap showed bloody fluid, 
apparently under increasing pressure, and his general 
condition was about the same. <A diagnosis was made of 
subarachnoid hemorrhage and a congenital heart lesion. 

The following afternoon, 20 ¢.c. of spinal fluid were 
withdrawn, and 15 ¢.c. of anti-meningococcal serum were 
given. The patient voided involuntarily, and occasionally 
vomited. The blood sugar was now 0.08 per cent, and 
there was no sugar in his urine. 

On the third day his condition was slightly improved. 
He was semi-comatose; temperature, 102°; pulse, 105; 
white blood cells, 20,400. On the fourth day, lumbar 
puncture showed less blood in the fluid and the pressure 
was apparently not so high. Hemostatic serum was 
given and repeated the next day. A consultant found 
retinal hemorrhages in both eyes and a recent plastic 
choroiditis. 

On the sixth day, after the acute illness began. the 
writer was asked to examine the boy. He was nervous 
and excitable, and had spasms of the muscles at the 
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arged left ventricle; dilated ascending aorta; 
absence of aortic arch; descending aorta present; slight erosion 
of the ribs, 7th and 8th right. 


Fig. 2.—Electrocardiogram in Case 1. 
great hypertrophy of the 
ventricle there was no 
wave shows. 


Fig. 3.—The aorta from the constriction downwards has 
been laid open. (1) Complete atresia of the aorta; (2) or- 
ganized thrombus; (3) dilated first two intercostal arterial 
mouths; (4) widened upper part of the descending aorta; (5) 
much thickened wall of the left ventricle, measuring 24 m.m.; 
(6) wall of the right ventricle, measuring 6 m.m.; (7) dilated 
ascending aorta, measuring 32 m.m. in diameter; (8) left 
carotid artery, measuring 4.5 m.m. in diameter; (9) innominate 
artery, measuring 10 m.m. in diameter; (10) left subclavian, 
measuring 5 m.m. in diameter; (11) thickened bicuspid aortic 
valve (posterior cusp 27 m.m., anterior cusp 21 m.m.). The 


Although there was 
left ventricle and a normal right 
left axis deviation. A definite Q3 


obliterated ductus arteriosus entered the left pulmonary artery. 
The internal mammary measured 3.5 


m.m, 








278 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


| Mar. 1935 








least totch. He was so irritable that it was very difficult 
to make an examination. Marked weakness of the left 
leg and arm were noted. The radial pulse was of good 
volume and regular. The blood pressure was 140/108, 
and was equal in both arms. He had a heaving apical 
impulse over a wide area, and well outside the mid- 
elavicular line. The carotids pulsated markedly. There 
was no evidence of collateral circulation, such as dilated 
prominent vessels over the back. There was a systolic 
thrill at the apex. <A loud systolic murmur was heard 
over the whole precordium, especially at the second left 
cartilage, which was transmitted well up into the neck, 
and over both scapular regions. Examination of the 
pulse in the legs showed a small left femoral pulse, and 
a very indefinite popliteal pulse on the left side. No 
pulse in the right leg or either foot was found. His 
legs were well developed, of good colour, and warm. It 
was impossible to get the leg pressure, as the popliteal 
pulse was so weak and the patient so restless. 

An x-ray film (Fig. 1) showed a large heart of 
aortic configuration, with apparently a dilated ascending 
aorta, and the absence of the aortic knob. The descend- 
ing aorta was seen. Erosion of the ribs (Fig. 1), which 
is usually present and caused by the dilated vessels of 
the collateral circulation, especially of the intercostals, 
was noted to a slight degree. X-ray of the skull showed 
no evidence of fracture. A diagnosis of coarctation of 
the aorta, with secondary cerebral (subarachnoid) 
hemorrhage, was made. 

The patient gradually improved, but on the 7th day, 
for the first time, a facial paralysis of the left side was 
noted, and the vision was poor in his right eye. On the 
12th day he was much better, and his temperature had 
gradually become normal. The paralysis was definitely 
improved. On the 24th day there was little sign of 
paralysis, and he could see clearly with both eyes, but 
still occasionally vomited. His blood pressure in the 
arm was 150/115. At this time, he was quiet enough 
to have an electrocardiogram (Fig. 2) taken, which 
showed a marked somatic tremor, but no left axis devia- 
tion, and, apart from a definite Q3, showed nothing of 
interest. He continued to be nervous and irritable, but 
improved slowly and his mind became clear. On the 35th 
day the family was permitted to take him home, where 
he remained in bed. His mother stated he had no desire 
to sit up, but seemed comfortable. 


On the 13th day at home he had a recurrence of the 
former symptoms, but even more severe. He was returned 
at once to the hospital. On admission, he was uncon- 
scious. He had recurring convulsions and Cheyne-Stokes 
breathing. There was marked cyanosis, with much 
perspiration. His limbs were rigid. The abdominal 
reflexes were absent on the left side. On the right side 
no deep reflexes were elicited, and were but weakly 
present on the left. The temperature was 102°; pulse, 
80; respirations, 24; white blood cells, 26,100. The 
patient died a few hours later. The temperature rose 
to 106° just before death. 


Summary of autopsy by Dr. W. J. Baxter—No 
evidence of external deformities or abnormal vessels was 
found. The right pleural cavity was obliterated by ad- 
hesions, and a fibrous nodule was found in the middle 
lobe of the right lung. The heart was large, with a 
normal pericardium. Definite collateral circulation was 
noted, but the vessels were not dilated, as was expected 
(see Fig. 3 for measurement of vessels). The ascending 
aorta was considerably dilated. The transverse aortic 
urch was approximately 12 m.m. in length. The ductus 
arteriosus was obliterated, and just beyond where it 
joined the aorta was an acute constriction of the aorta, 
causing complete atresia. For 3 c.m. beyond the atresia 
the descending aorta was dilated to one and one-half 
times the size of the aorta lower down. Just beyond 
the atresia was an organized thrombus, about 18 m.m. 
long. This is shown in Fig. 3. The intima of the aorta 
was smooth, The left ventricle was enlarged, chiefly 
from hypertrophy, and the wall was 24 m.m. thick, in 
contrast to that of the right ventricle, which measured 





6 mm. The coronary arteries and heart muscle were 
normal, The aortic valve was bicuspid. The posterior 
cusp measured 25 m.m., and the anterior cusp 21 m.m. 
The cusps were much thickened, and contained thickened 
organized tissue near the base of each valve on the 
ventricular side, and not on the aortic side, as was found 
by LeCount.1° The other valves were normal. 

Removal of the skull cap showed a tense dura and 
large dilated veins over the pia. Much old clotted blood 
beneath the arachnoid extended over the base, and was 
seen below the corpus collosum, extending into both 
ventricles. The left ventricle was completely filled with 
fluid and clotted blood. The third ventricle, the aque- 
duct of Sylvius, and the fourth ventricle were dilated 
and filled with clotted blood. Section of the brain 
showed no hemorrhage in the brain substance. No 
fracture of the skull, no aneurysm, or other cause of the 
hemorrhage were found. 


CASE 2 


A young man, nineteen years of age. Ten years 
ago, when he had a bilateral pneumonia, he was found 
to have a heart murmur. A little later a consultant 
diagnosed a patent ductus arteriosus, because of what he 
described in his written report as a ‘‘machinery’’ mur- 
mur. His orthodiagram at this time showed no aortic 
arch, and an apparently enlarged rounded left ventricle. 
The blood pressure was 120/80; pulse, 72; weight, 88 
pounds. The patient was seen periodically by the same 
consultant for five years, until May, 1931. His reports 
show that at that date the patient was 6 feet 214 inches 
tall, weighed 150 pounds, and the blood pressure was 
142/70. The orthodiagram (Fig. 4) showed little change 





(Broken line at 
(1) Shows large 


Fic. 4.—Orthodiagram in Case 2. 
12 years; heavy line at 19 years.) 
ventricle, especially at 12 years; (2) rounded apex of 
ventricle; (3) absence of aortic knob; (4) apparently 
no dilatation of the ascending aorta; (5) descending 
aorta visualized. 


in the contour of the heart from those previously taken, 
excepting that expected in a growing boy. A blowing 
systolic murmur at the apex and at the left border of 
the sternum was heard. In the second left interspace 
was a faint blowing diastolic murmur. These murmurs 
were now described as more definitely of a ‘‘machinery’’ 
type than formerly, The systolic murmur was trans- 
mitted well into the neck. The _ electrocardiagram 
remained the same as five years previously. It showed 
high voltage and a marked Q3, a slightly widened P 
wave and PR interval (Fig. 5). Otherwise nothing of 
interest was noted. 

The writer saw this patient a year and a half after 
this last report. He was apparently a well man, but he 












ee lt, tk etl CC Ct CCC LLL A AAA 




























———— 
a eS A ee ee ne ee ee 


Mar. 1935] FARRIS: 





COARCTATION OF THE AORTA 279 








had been refused admission to the staff of a bank by a 
medical examiner because of heart murmurs. He was 
well built, 6 feet 2% inches tall, and weighed 172 
pounds. He had no abnormal sy — such as palpita- 
tion, dyspneea, pain in the legs, fatigue, headache, cold 
feet. There was a marked pulsation of the carotids, and 
a capillary pulse was present. No other abnormal pulsa- 
tions were noted. His pulse was of good volume, regular, 
except for an occasional extra-systole. Blood pressure 
was 160/90; vital capacity was 3,600 ¢.c. No thrills 
were found. There was a forcible apical impulse in the 
sixth interspace, mid-clavicular line. A loud systolic 
murmur was heard over the precordium, in the neck and 
seapular regions. Quite a loud diastolic murmur was 
heard at the third left cartilage. There was a redupli- 
cated pulmonic second sound. Fluoroscopic examination 
showed a very full rounded apex, almost no aortie knob, 
and large contractions of the ventricle. The descending 
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Fic. 5.—Electrocardiogram in Case 2. (1) Widened 
P wave and PR interval; (2) very prominent Q3 wave, 
or inverted R wave (Hurxthal II); (3) no change in 
electro-cardiogram in eight years; (4) high voltage, 
20 m.m. 


aorta was visualized and the ascending aorta looked 
normal, On the lateral view the left auricle seemed 
slightly enlarged, and barium showed the esophagus to 
be very slightly displaced. The femoral pulse was very 
small. It was very difficult to feel the popliteal pulse, 
and no pulse could be felt in the posterior tibial or 
dorsalis pedus, on either-side. The blood pressure in the 
leg, over the popliteal artery, was approximately 106 
u.m, mercury, by palpation. A few months after this 
examination, a military board of four consultants passed 
him for military service, and he was told he had a fune- 
tional murmur. 

This patient has reported at various times since 
1932. The blood pressure in the arm was frequently 
170, and on one oceasion, 200 mm. After exertion the 
pressure went up only 20 m.m., but it was sustained for 
several minutes. When examined very recently, he was 
in splendid physical condition, and said that when he 
played Badminton, danced, or went on military hikes, 
no bad effects were observed. He had been strongly 
advised against such exertions. Ilis weight was 14 
pounds; height 6 feet 2% inehes; blood pressure 180/90 
in the right arm, and a few minutes later-it had dropped 
to 166/74. In the left arm it was 146/60. The apex 
beat was forcible in the sixth interspace, mid-clavieular 
line, and now a distinet thrill was felt over both eclavicles 
and in the neck. These thrills disappeared a few days 
later. There was a very marked capillary pulse. Except 
for the thrills no evidence whatever could be found of a 
collateral circulation. The radial pulse was of good 
volume and felt equal on the two sides. His femoral 
pulse was small on both sides, and there was a definite 
retardation that could be noted easily with finger palpa- 
tion. - No pulse in either foot, or right popliteal space, 
was found. The left popliteal pulse was barely palpable, 
and the blood pressure by palpation was 100 m.m. Hop- 





ping on one foot 50 times raised the blood pressure in 
the right arm to 190 mm, Later, running up and down 
stairs twice gave a blood pressure of 190 m.m, and in 
two minutes it was 150 m.m. 


The history of a long-standing, probably con- 
genital, heart abnormality with no symptoms, 
very marked murmurs, and apparently no 
change in the physical signs in eight years, and 
a high blood pressure in the arm, should make 
one at least think of coarctation of the aorta. 
An examination of the pulse in the leg showed 
it to be very small, and the blood pressure low, 
confirming the diagnosis of coarctation. The 
electrocardiogram (Fig. 5) showed high voltage, 
and a definitely abnormal Q3 or inverted R3, 
(Hurxthal’?) which has remained constant for 
over eight years. The orthodiagram (Fig. 4) 
showed the heart with rounded left apex, slight 
enlargement, and a very small aortic knob. 
There was a retarded femoral pulse. The dia- 
stolie murmur suggested aortic regurgitation. 
The regurgitation was probably due to thickene:| 
valves which may be bicuspid, as found in 25 
per cent of these cases Abbott? and Blackford.' 
X-ray examination of the chest in the antero- 
posterior and posteror-anterior position showed 
no notching of the ribs. 


DISCUSSION 

Any young person with elevated blood pres- 
sure should have the femoral pulse palpated, 
and the blood pressure in the arm and leg 
checked. The small and definitely retarded 
pulse and the low blood pressure in the leg are 
important points in the diagnosis. The blood 
pressure in the leg will usually have to be taken 
over the popliteal artery, 
pulse in the feet 
to be felt. 
the ordinary arm band of the sphygmomano- 
meter, making sure that the euff is placed over 
the artery. To keep it from slipping, 


as in these eases the 
and ankles is frequently not 
To take this pressure one may use 


the band 
can be fastened in place with a flannel bandage. 
The blood pressure in Case 2 dropped about & 
millimetres on reclining. On exercise the blood 
pressure was not elevated as much as one would 
expect, but the increase in pressure was sus- 
tained longer than in the normal person. The 
radial pulse was of good quality in both eases, 
and no difference was noticed in the two arms. 
The blood pressure in Case 2 was definitely 
higher in the right arm than in the left, and 


this is frequently found in such eases. There 
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was a definite retardation of the femoral pulse 
in Case 2. This is especially well described by 
Lewis,* who thinks that retardation is due to 
the slowly ascending pulse rather than to the 
actual delay in time of starting. The retarda- 
tion of the pulse here was easily demonstrated 
by palpation. Lewis says it has not been abso- 
lutely proved that the blood pressure in these 
eases becomes high shortly after birth, but he 
believes this is true. The blood pressure in Case 
2 was normal when first noted eight years ago, 
and has been gradually rising since. In Case 1 
the blood pressure was not so high as is usual in 
these cases. Blackford* found it over 150 milli- 
metres in 30 out of 55 eases, and he also found 
the pulse pressure high. In Case 1, the pulse 
pressure was not high. In Case 2, while the 
pulse pressure is high, the patient apparently 
has an aortic regurgitation to explain this. 
Blumgart et al.?? say that the most severe case of 
coarctation may be difficult to diagnose, as the 
collateral cireulation follows a relatively direct 
route through widely dilated vessels, so may not 
affect the leg pressure and pulse as would be ex- 
pected. In both the eases here reported careful 
examination by inspeetion, palpation, and the use 
of the light directed downwards over the back, 
as suggested by Lewis,* failed to show any evi- 
denee of collateral vessels, excepting that in 
Case 2, at one time, thrills were felt above both 
clavicles, and the x-ray in Case 1 showed a very 
slight erosion of the ribs. The collateral vessels 
would probably have developed in patient No. 1, 
if he had lived long enough, and we may expect 
them to show sooner or later in patient No. 2, 
but their absence should not confuse the diag- 
nosis. There was no x-ray evidence of erosion 
of the ribs in Case 2, and only a limited erosion 
in Case 1 (Fig. 1). 

There was a history of nervousness in patient 
1, but no other symptoms such as headache, 
epistaxis, flushing of the face, numbness of the 
legs, pain in the legs, fatigue were noted. In 
patient 2 the face was rather pale, instead of 
flushed, as is usual with these cases. In both 
patients, a loud systolic murmur was heard 
over the precordium, in the neck and scapular 
regions. The murmur over the left scapular 
region is, according to Blackford, most char- 
acteristic. He also states that no murmur may 
be present, and this must be remembered. 
This type of murmur may be suggestive by its 


loud systolic character and the direction of 
transmission, but a patient is under observation 
at present with a mediastinal tumour causing 
a murmur identical with that in the above two 
cases. 

Cerebral hemorrhage in a young person, with 
no diagnosable cause, should at least make one 
think of coarctation of the aorta. Lichtenburg 
and Gallagher,® report that 10 per cent of the 
deaths in coarctation of the aorta are due to 
cerebral hemorrhage. In a ease of cerebral 
hemorrhage with coarctation of the aorta 
Abbott? says the only probable cause of the 
hemorrhage is the rupture of an aneurysm 
which may be so small as to be overlooked at 
autopsy. It could not be found in Case 1, 
although looked for very carefully, nor could 
any cause of the hemorrhage be found in the 
massive hemorrhage. These aneurysms are 
probably due to a congenital absence of the 
medial coat at the bifurcation of the arteries, 
especially about the base of the brain. This 
congenital absence of the medial coat in this 
area, according to Forbus'® occurs so commonly 
as to be considered normal. 

The x-ray examination in both these cases 
was of great value. In Case 1 it showed an 
enlarged left ventricle of aortic configuration. 
Abbott? found enlarged ventricles in 150 out of 
200 cases. Lewis® says that the enlargement is 
usually due to hypertrophy, rather than dilata- 
tion. <A dilated ascending aorta was present, 
and Abbott? found this in 101 out of 200 eases. 
There was absence of the aortic knob, and 
notehing of the ribs was present to a slight 


degree. The descending aorta was present 
(Fig. 1). In Case 2 (Fig. 4) the aortic knob 


was practically absent in repeated ortho- 
diagrams over a period of eight years; and at 
eleven years of age (Fig. 4) there was definite 
enlargement of the heart, with a rounded left 
ventricle. As the patient grew into manhood 
this enlargement was not nearly so evident 
(Fig. 4). The x-ray helped to exclude aneurysm 
and other abnormal conditions. Usually it will 
show notching, especially to be seen in anterior- 
posterior plates (Lewis*). Occasionally, a 
physician, reading the x-ray film, can make a 
diagnosis from this alone. King’ however, 
found the x-ray usually of little value, except 
to exclude aneurysm. 

From the clinical examination and history it 
is difficult to say whether there is complete 
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atresia or not. Abbott? found complete atresia 
in 37 out of 200 cases. In Case 1 the x-ray 
picture (Fig. 1) suggested complete atresia, 
from the dilated ascending aorta, absence of the 
knob, the enlarged heart, and notching of the 
ribs. The descending aorta was present, as it 
usually is in these cases, and frequently may 
be seen dilated, as it was in Case 1. The 
absence of all symptoms in the legs, the rela- 
tively low arm blood pressure for this condition, 
absence of visual evidence of collateral circula- 
tion, the presence of femoral and popliteal 
pulses, suggested that the atresia was not 
complete in Case 1, yet there was complete 
atresia. In Case 2 the absence of signs of dila- 
tation of the ascending aorta, and the absence 
of signs of collateral circulation both on 
physical examination and x-ray, combined with 
a loud systolic murmur, which may be due to 
partial stenosis or collateral circulation, suggest 
that probably there is not complete atresia, but 
one cannot be certain of this. Quite a per- 
centage of Abbott’s cases showed no dilatation 
of the ascending aorta. 

The electrocardiogram was no help in either 
of these cases (Figs. 2 and 5). It did not show 
the left axis deviation, as Lewis* expects, even 
though in Case 1 there was a great hypertrophy 
of the left ventricle and a normal right 
ventricle. Lewis believes that there will not 
be great enlargement of the heart without 
other complications. The famous case reported 
by Reynaud, and quoted by Abbott,? died at 92 
years of age with complete atresia and showing 
no enlargement of the heart. 


There is a definite Q wave in Case 1 (Fig. 2) 
and in Case 2 a very marked Q3 or inverted 
R3—Hurxthal.' There has been no change in 
the electrocardiogram in Case 2 in eight years. 
The marked increase in voltage, with the 
description of a machinery murmur early in this 
ease, according to Abbott,’* suggests the possi- 
bility of a patent ductus arteriosus, which is 
uncommon in the adult type of coarctation. 
Neither case had nocturia, although, according 
to King,® this is a frequent symptom, due to the 
blood pressure and altered circulation. In Case 
1 the hyperglycemia, glycosuria and aceton- 
uria two hours after the first symptoms was 
most puzzling, and added to the difficulty of 
diagnosis. Rabinowitch’> said this could occur 
within eighteen hours of a cerebral injury; 
Brow’ said that in experimental animals, it 





occurred in about eighteen hours. 

The prognosis in coarctation of the aorta is 
good until adult life, especially if the diag- 
nosis be made and the patient limits his activity. 
Abbott’s? chart shows that death usually oceurs 
in early middle life. 

The treatment of those cases, is the limiting 
of violent exercise, so lessening the danger of 
cardiac failure, rupture of the aorta, cerebral 
hemorrhage, ete. King*® would not accept these 
men for military service because of the tendency 
to cardiac failure. Lewis* thinks that when 
cardiac failure occurs it is not due to the high 
blood pressure, but to some other added factor. 


SUMMARY 


Two eases of coarctation of the aorta, one 
verified at autopsy, have been described. The 
diagnosis in each case was not difficult, once the 
condition was considered, and the pulse and 
blood pressure in the lower limb were examined. 
The absence of the appearance of a collateral 
circulation should not confuse the diagnosis. 
Hypertension in a young person should suggest 
the possibility of coarctation. The condition is 
not so rare as is usually thought. The diagnosis 
will not be considered obseure and difficult if 
physicians will have it in mind. 


I wish to thank Dr. Maude E. Abbott for generous 
assistance. 
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STRYCHNINE POISONING IN CHILDREN* 


By JouHN R. Ross, M.D. AND ALAN Brown, M.D., F.R.C.P.(C.), 


Toronto 


N surveying the cases of poisoning in children 

it is found that strychnine poisoning plays a 
very prominent part, both from the large num- 
ber of cases and the high mortality. On further 
analyzing these cases it is found that Aloin, 
Belladonna, Strychnine and Cascara_ tablets 
(A.B.S. & C.) are the chief source of the poison. 
The usual formula of these tablets is Aloin, %4 
grain; Extract of Belladonna, 1/16 grain; 
Strychnine, 1/120 grain; and Extract of 
Caseara Sagrada 1% grain. 

In a survey of the poisoning cases treated at 
the Hospital for Sick Children, Toronto, from 
1919 to 1933 it was found that there were 35 
cases of strychnine poisoning and 6 of these had 
a fatal termination; 28. of the eases and 5 of 
the deaths resulted from the ingestion of 
A.B.S. & C. tablets. The children most fre- 
quently poisoned are those between the ages of 
1 and 5 years. As soon as the child is able to 
walk and climb on chairs he may obtain a 
bottle of the tablets, and, finding the chocolate 
coating very palatable, swallows a large number 
of them, sometimes as many as 80 or 90. A\l- 
though each tablet contains only 1/120 gr. 
stryehnine the child may readily obtain con- 
siderably more than the lethal dose, and if 
vomiting is not induced very soon or gastric 
lavage is not given the result is inevitable. 

Statistics elsewhere reveal a similar high death 
rate from the accidental ingestion of this drug 
in children. In New York State (exclusive of 
New York City) there were 158 fatal poisonings 
from all causes in children five years of age and 
under, between the years 1926 to 1932 inclusive, 
and strychnine accounted for 75 of these deaths. 


* From the wards of the Hospital for Sick Children, 
and the Department of Pediatrics, University of 
Toronto. 

A paper read in the Section of Preventive Medicine 
of the Academy of Medicine, Toronto. 
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The poisoning was chiefly due to the three 
cathartic and tonic pills, A.B.S. & C., A.B. & S., 
and Hinckle’s Caseara, as pointed out by Aik- 
man.’ These last tablets contain 1/60 grain of 
strychnine sulphate. 

Mortality statistics of the U. S. Bureau of 
Census’ show that in the years 1926, 1927, 1928 
there were 178, 179, and 189 deaths, respec- 
tively, from strychnine poisoning in the registra- 
tion area of the United States, which covered 
95.4 per cent of the total population. Even 
these mortality figures are considered to be 
lower than the actual death rate from the drug, 
and when estimated on the basis of the reported 
eases in New York State they are found to be 
239, 228 and 225, respectively, in children under 
5 years of age. Mortality figures for strych- 
nine poisoning in the Dominion of Canada* for 
the years 1931, 1932 and 1933 were furnished 
by the Dominion Bureau of Statistics, and show 
that there were 18, 23 and 11 deaths, respective- 
ly, in children under 5 years of age, or a total 
of 52 deaths in 3 years. 

From these figures it is evident that although 
eases of strychnine poisoning in any one com- 
munity may be fairly infrequent in any par- 
ticular vear, yet taken over the continent as a 
whole and over a period of years they assume . 
surprisingly large proportions. The poisoning 
usually results from the ingestion by the pre- 
school child of the commonly used cathartic and 
tonic tablets which are usually considered by 
the parents to be quite harmless. With these 
facts in mind it would seem highly advisable to 
entirely remove the strychnine from the formule 
of such tablets. 
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THE DIAGNOSIS AND MANAGEMENT OF ACUTE CHOLECYSTITIS* 


By Roscor R. GRAHAM, M.B., 


Toronto 


At the meeting of the American Surgical As- 

sociation in Washington in May, 1933, three 
papers were presented discussing surgical treat- 
ment in acute cholecystic disease. Stone’s paper’ 
advocated urgent operation in all cases of acute 
cholecystitis. Judd? reserved urgent operation 
for a small group of cases. Smith,® after prac- 
tising urgent operation in this disease, had re- 
verted to the more conservative management of 
such patients. 

The lack of heated discussion condemning 
urgent operation, which is at variance with the 
practice of our surgical staff, prompted a survey 
of the material available in the Toronto General 
Hospital and in private practice. The -public 
ward eases of acute cholecystitis were analyzed, 
covering a period from July 1, 1926, to Janu- 
ary 1, 1934. 


TABLE I 


PUBLIC WARD CASES—TORONTO GENERAL HOSPITAL 
JULY 1, 1926, To JANUARY 1, 1934 


BO OS 6.5040 ee eenwse re ceenengneens 153 
bcm ugh Ue LELELERETE COLE CTT ere 14 years 
ent CLE ELE Le ee = 
Pe MTT ULE TOL ETT TTC er 44 ‘6 


Total mortality—10 cases (6.5 per cent). 
Autopsies—-7 cases: 5, stone in the common duct. 
Days ill prior to admission—average, 6. 

Days after admission till temperature normal— 


average, 5.5. 
Average white blood cells—14,700. 
Average elevation of temperature—100.3°. 


One hundred and fifty-three cases were ac- 
cepted for analysis, excluding cases in which 
there was any doubt as to the accuracy of the 
diagnosis. This doubt obviously applies only 
to the cases not operated upon. 

A second analysis of 52 cases operated upon 
in private practice from January 1, 1921, to 
January 1, 1934, was undertaken. 


TABLE II 


GROUP OF PRIVATE CASES FROM 
JANUARY 1, 1921, To JANUARY 1, 1934 


SOR DEE. iste cataaciewewtawds 52 

OE Nea ite ian kwon acne cndeeee 4—7.7 per cent 
Immediate operation .........csccccscees 7 
DORGOR ORTORID nik cvs cide vice veccees 45 


(Included 11 patients with perforation of 
the gall bladder, none of whom died 
following operation). 
Drainage 
Removal 





*Read at the meeting of the Ontario Medical 
Association, Toronto, on June 29, 1934. 





In the diagnosis of acute cholecystitis the 
difficulty is not so great as might be imagined. 
The difficulty lies only in the group of cases 
where, because of an alternative diagnosis, 
urgent decision is required as to the necessity 
of an immediate operation to save life. Three 
cases were diagnosed as perforated duodenal 
uleer; 3 diagnosed as acute appendicitis, and 
1 as a pancreatitis. The rarity with which 
pancreatitis can be accurately diagnosed, to- 
gether with its almost inevitable association with 
a diseased gall bladder, renders this diagnosis 
scarcely a definite error. This is the only case 
in this group of erroneous diagnoses in which a 
death occurred. The differential diagnosis of 
cholecystic disease, renal disease, coronary 
thrombosis and respiratory disease is not of such 
urgency that a precipitate operation need to be 
done; hence there is ample time to further in- 
vestigate the patient and clarify the diagnosis. 
It is rare to find a patient suffering an acute 
cholecystitis who does not give a long history of 
a cholecystie indigestion, accompanied by one or 
more attacks of abdominal pain, which may be 
interpreted as due to biliary colic. The radia- 
tion of the pain, and the association of pain and 
tenderness which remain constant in the right 
upper quadrant, with the absence of rigidity 
elsewhere, render the diagnosis relatively easy. 

It is imperative to differentiate between 
acute cholecystitis and an acute cholangitis. 
We have come to rely on the palpation of the 
enlarged gall bladder for this purpose. In a 
former analysis of histories of patients® suffer- 
ing from jaundice accompanying cholecystic 
disease it was found that jaundice as an accom- 
paniment of acute cholecystitis was responsible 
for more jaundiced patients than was stone in 
the common duct. Therefore we feel that 
jaundice associated with a palpable gall bladder 
is due to an extension of edema to the common 
bile duct from the inflamed pouch of Hartmann 
of the gall bladder. On the other hand, the 


presence of jaundice and fever, and no palpably 
enlarged gall bladder, demands urgent drain- 
age of the biliary system by the most simple 
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and atraumatic operative procedure. That is, 
we believe operation is urgent in acute 
cholangitis. The real point at issue, however, 
lies in the proper treatment of such patients, 
once the diagnosis is established. It has been 
stated repeatedly, and it is agreed, that an 
analysis of the clinical history and physical 
examination, even by the most astute clinician, 
is incapable of accurately assessing the local 
pathological lesion. This is probably true to a 
greater degree in eases of acute cholecystitis 
than in most acute intraperitoneal lesions. It 
has been our experience that two essentially 
identical clinical histories and physical ex- 
aminations may reveal on the one hand a mild 
loeal lesion, or on the other hand a degree of 
involvement in which necrotic patches are 
present on the gall bladder, with or without a 
pericholecystic abscess. The involvement of 
the general peritoneal cavity, the result of a 
gross and extensive disturbance in the region 
of the gall bladder, is fortunately very rare. 
In 508 cases reported by Judd? from the Mayo 
Clinic, 3, or 0.59 per cent, had general peri- 
tonitis. In this group 2, or 1.47 per cent, had 
general peritonitis. This small percentage of 
general peritonitis associated with acute chole- 
cystitis of itself serves to make any analogy 
between acute cholecystitis and acute appendi- 
citis untenable. The infrequency of acute 
cholecystitis accompanied by peritonitis is due 
to two factors—first, the rich blood supply of 
the gall bladder, which permits excessive 
cedema and distension of the organ before an 
ischemia followed by necrosis will develop; 
secondly, the anatomical structures situated 
about the gall bladder readily become adherent 
to it and thus wall off the general peritoneal 
cavity. 

In the management of a patient suffering 
from acute cholecystitis, as carried out by the 
Surgical Service of the Toronto General Hos- 
pital, an attempt is made to defer operation. 
Sleep is ensured by means of the application of 
local heat and the administration of requisite 
sedatives; dehydration and starvation are cor- 
rected by the intravenous administration of 
fluids and glucose. Unless pain is persistent 
without any signs of diminution, and unless the 
patient’s general condition is becoming pro- 
gressively worse, operation is withheld until 
the temperature has been normal for varying 
periods, at which time one may then perform 


an elective operation. There is thus an op- 
portunity to assess the patient’s general 
condition and treat any associated disease 
processes. The incidence of diabetes and cardio- 
vascular disease in this group of patients has 
been astonishingly frequent. We firmly believe 
that the pre-operative safeguarding of these 
patients from their associated disease is of the 
utmost value in securing an ultimate success. 
The argument that the delay is accompanied by 
a serious economic time loss and additional 
expense does not in the least appeal to us, 
providing we can satisfy ourselves that it 
makes for increased safety. The average in- 
terval of delay between admission and opera- 
tion was only twelve days. That certain of the 
patients, upon recovery from their acute symp- 
toms, will refuse operation is not the surgeon’s 
responsibility. In the public-ward group of 
153 cases, 24 patients refused advice to be 
operated upon, and in 61 eases, for various 
reasons, no operation was advised. This leaves 
68 cases upon whom an operation was carried 
out. 


TABLE III 
PATIENTS OPERATED ON 
TO RE kas wieder es ieneeuis 68 
Deaths 4—5.8 per cent 
Immediate operation—6: death, 1—16 per cent. 
Delayed operation—62: deaths, 3—4.8 per cent. 
(Drainage 16—deaths, 3 
Removal 46— ‘* 0) 


eeereeeer ee eee eee eee eeeseeee 


In 6 an immediate operation was carried out. 
In 7 there was an error in diagnosis, 3 being 
diagnosed as acute appendicitis, 3 as perforated 
duodenal ulcer, and 1 had an acute hemorrhagic 
pancreatitis with no acute cholecystitis. In 62 
a delayed operation was performed. Sixteen 
patients had drainage of the gall bladder and 
46 had the gall bladder removed. In the 46 
cases in which the gall bladder was removed 
there were no deaths. Among the 16 patients 
in whom drainage alone was established there 
were 3 deaths. It is interesting to note that 
the interval between the patient’s admission to 
hospital and operation in the cholecystostomy 
cases was only a half day shorter than in the 
eases in which cholecystectomy was performed. 
In view of the fact that these patients were 
operated upon by all the members of the staff, 
the experience and attitude of the individual 
surgeon, together with the extent of the local 
lesion, explains why drainage was carried out, 
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as all are agreed that cholecystectomy is the 
ideal procedure. 

An analysis of the three cases in which 
death occurred following drainage and a de- 
layed operation shows that with one exception 
the disease process, and not the operation or 
the time of its performance, seemed to be the 
deciding factor. The one exception was a case 
in which there was an error in judgment in 
mistaking the induration of the hepatic colon 
which resulted from the pericholecystie inflam- 
mation as being due to carcinoma, and a side- 
tracking anastomosis accompanying drainage of 
the gall bladder resulted in death from peri- 
tonitis. Today such a situation would be 
solved by doing a cecostomy. The second pa- 
tient, following a ten-day delay, had the gall 
bladder drained, and died of a post-operative 
acute pancreatitis; at autopsy stones were 
found in the common bile duct. It seems in- 
credible that an earlier operation in this case 
would have changed the ultimate issue. Indeed 
all, I think, are agreed that to open the 
common duet in the presence of an acute chole- 
cystitis is highly undesirable. The third pa- 
tient was operated upon after a three-day 
delay and died one month later from pro- 
gression of a pancreatitis. In the 6 cases in 
which immediate operation was undertaken 
there was one death. The gall bladder was 
drained. There was a very severe pancreatitis, 
from which the patient succumbed, and at 
autopsy stones were present in the common 
bile duct. 

It has been argued against delay that a large 
percentage of patients die during the period of 
observation. In this group, in which 85 were 
not operated upon, there were six deaths in 
hospital : 


TABLE IV 
PATIENTS Not OPERATED ON 
MEINE ~ Si cicieralcas ash a at dr wr orate ge Ck ae ee ial Rl 85 
EE SID 0 o-w che iicevcetise vésieseerewes 24 
ERIE. Odarmeiaie castes wets abn wa teaacaaweus 6 


(a) 3 admitted moribund; all had stones in 
common duct. 

(b) 3 died of cardiovascular disease. 
This could easily be construed, statistically, 
as showing that the danger of no operation was 
greater than the danger of operation. How- 
ever, an analysis of these 6 cases reveals the 
fact that 3 of the patients were admitted in a 
moribund condition and. died shortly after 
admission. The other 3 all had serious cardio- 


vascular disease accompanied by myocardial 
failure, precluding any possibility of operation, 
and being directly responsible for death. It is 
interesting to note that the three who were 
admitted in a moribund condition all had, in 
addition to the acute cholecystitis, stones 
present in the common bile duct, with an 
accompanying cholangitis. Thus in the 68 
cases in which operation was performed we 
have to report 4 deaths, giving us a mortality 
of 5.8 per cent. In the analysis of the 52 cases. 
of aeute cholecystitis occurring in private 
practice, which covered an additional period 
five and one-half years prior to the hospital 
group, the gross mortality was 4, or 7.7 per 
cent. 

The patients early in this series were 
operated on with a shorter period of delay than 
were the later group, as represented by the 
public ward series. Twenty, or 38.4 per cent, 
of the private cases were drained, as compared 
with 17, or 23.5 per cent, in the hospital series. 
This would not have been necessary had a 
longer interval elapsed between admission to 
hospital and operation. In this group, in only 
two cases were stones recognized in the com- 
mon duct. How many may have been over- 
looked and removed elsewhere in the cases 
which were simply drained? This urgency of 
operation is further reflected in the mortality 
of 7.7 per cent. 

Our private records are only of the cases 
operated upon, and hence the deaths recorded 
are all operative deaths. The causes of the 
four deaths were as follows: one patient had 
an associated acute pancreatitis, and died of a 
pulmonary embolus during convalescence; one 
had stones in the hepatic and common ducts 
and died of post-operative general peritonitis. 
The gall bladder was simply drained here. 
One had had five former operations on the gall 


bladder. This operation removed the gall 
bladder. The patient died of general peri- 
tonitis. We removed the gall bladder and 


drained the cystic duct. Jaundice persisted. A 
second operation was done six weeks later, and 
no stone found in the common duct. Chronic 
pancreatitis developed and the patient died on 
the seventh day of pneumonia. 

One is thus foreed to the conclusion that 
operation undertaken sooner after admission 
would probably not have changed the issue in 
regard to the mortality in this group; but 
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would a longer delay have prevented the two 
fatalities from general peritonitis? Both these 
patients were operated upon within seventy- 
two hours of admission. 

When the mortality rate was determined in 
our own eases, we were interested in the mor- 
tality rates published by other surgeons. Miller* 
reports 13.5 per cent mortality; Whipple and 
Bell,> 13.7 per cent; H. F. Graham® 6 per cent; 
Zinninger,’ 7.8 per cent ; Love’—delayed, 13 per 
cent, immediate, 21 per cent. This favourable 
comparison of our results with those recently 
published gives certain assurance that immediate 
operation in acute cholecystitis is not necessarily 
essential. It may be argued that our experience 
with immediate operation is only confined to 6 
eases, and therefore we are not in a position to 
speak with any degree of authority on this type 
of treatment. However, in Stone’s thesis he 
reports a 33 per cent mortality in the delayed 
operation, as compared with our 3 deaths in 62 
delayed operations, which is 4.8 per cent. In the 
immediate operation he reports a 19 per cent 
mortality, as against, even in our small group of 
6 cases with 1 death, 16 per cent, which of course 
in such a small group has no significance. 

It has been suggested that the leucocyte count 
and temperature are of help. In this group of 
eases the average leucocyte count was 14,700, 
and the average elevation of temperature was 
100.3° and bore no constant or definite relation 
to the extent of the local gall bladder lesion. 

Zinninger has made the statement that if one 
could operate upon these patients within forty- 
eight hours of the onset of symptoms there would 
be, as in his experience, no mortality, while in 
the group which he operated upon between two 
and five days he had a 6.6 per cent mortality, 
and in those upon whom he operated after five 
days there was a 25 per cent mortality. We do 
not have the opportunity in our service of seeing 
these patients within forty-eight hours. The 
average duration of the illness on admission of 
the 153 public patients was six days, and it is 
interesting also to note that the average length 
of time from admission to hospital until the 
temperature became normal was five and a half 
days. Further, in the 10 cases in which death 
occurred, autopsy was obtained in 7, and in 5 of 
these stones were present in the common duct. 
It becomes obvious, therefore, that, with the uni- 
versal opinion against opening the common duct 
in acute cholecystitis, urgent operation would 





not be sufficient to rid such patients of their 
disability. 

Thus, while our experience in early operation 
in this disease is only limited to seven cases, we 
are forced to the conclusion that to delay opera- 
tion is not particularly disastrous when we com- 
pare our mortality with published mortality. 
Could we have the opportunity of seeing pa- 
tients in the first forty-eight hours of their 
illness we would probably advise operation at an 
earlier date; yet if. we did see patients at this 
stage would we diagnose an acute cholecystitis? 
Would it not be more likely that our diagnosis 
would be acute gall stone colic? We believe 
this clinical state precedes almost all cases of 
acute febrile cholecystitis. Hence an _ early 
operation for repeated or persistent biliary colic 
prevents rather than cures acute cholecystitis. 
While urging a conservative course in the 
management of patients suffering from acute 
cholecystitis, one must be ever on guard to avoid 
a delay which allows the disease to progress 
unfavourably. 

In this group of cases a few patients were 
operated upon before the temperature became 
normal, when after a few days’ treatment there 
was no great improvement in the local pain and 
tenderness. The pre-operative treatment de- 
signed to overcome fatigue, dehydration and its 
associated biochemical changes, improved the 
patient’s general condition, and permitted an 
opportunity to assess and treat any associated 
disease process. By this treatment the operative 
risk is materially lessened. In short, if after a 
few days’ treatment the local pain and tender- 
ness is not definitely diminished, as in our 
experience occurs in the vast majority of cases, 
one should, as soon as the patient’s general con- 
dition warrants, advise operative interference. 


CONCLUSIONS 


1. The experience of the surgical staff of the 
Toronto General Hospital would seem to warrant 
continuing in the present attitude with regard 
to the treatment of acute cholecystitis as seen in 
hospital practice. 

2. In our group the total operative mortality 
has been 5.8 per cent; in the delayed group, 4.8 
per cent. 

3. The diagnosis of acute cholecystitis may be 
confused with acute appendicitis and perforated 
duodenal ulcer, where urgent operation may be 
desirable. This clinical picture brings the cases 
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early in the disease, and operation which was 
undertaken seven times because of these errors 
resulted in one fatality, which was beyond 
operative control. 

4. Acute cholecystitis with jaundice must be 
differentiated from acute cholangitis due to 
common duct obstruction. The presence of a 
palpable gall bladder confirms the former diag- 
nosis in most instances. 

5. Early operation in this group of hospital 
eases has been impossible, because the average 
length of time between the onset of disease and 
admission to hospital was six days. 

6. The increased time consumed and the ex- 
pense ineurred prior to operation are justified 
by the lower mortality. 

7. Immediate operation will fail to completely 
cure a large percentage of cases, because of the 
presence of stones in the common duct. 


8. Early operation will not prevent a tragedy 
if stones are present in the common duct; as one 
of our cases subsequent to operation developed 
an acute pancreatitis, which caused death, and 
at autopsy a calculus unrecognized at operation 
was present in the common duct. 
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THE TREATMENT OF GLAUCOMA* 


By SAnForp R. GirrorD, M.D., F.A.C.S., 


Chicago, Til. 


[XN 1929, in the British Journal of Ophthal- 

mology, I discussed the non-surgical treatment 
of glaucoma. Part of that discussion reviewed 
the reported results with a group of relatively 
new preparations, chiefly from the literature. 
I am glad now to bring this old report up to 
date, since after 5 years most of these methods 
of treatment have been put to the test of 
clinical use. Some have been dropped as hav- 
ing no advantage over methods already in use; 
others have assumed a definite place in the 
treatment of certain types of glaucoma, and it 
is of the indications for these which I wish to 
speak today. 

It must be repeated that most cases of 
glaucoma and especially of primary glaucoma, 
will, sooner or later, require surgical interven- 
tion. Most of us have seen more harm done in 
cases of glaucoma by delaying surgery than by 
operations improperly performed. This is due 
chiefly to late diagnosis, failure to use the tono- 
meter and perimeter as a routine where any 
suspicion of glaucoma arises. It is also due, 


* From the Department of Ophthalmology, North- 
western University Medical School, Chicago. 

A paper read at the Annual Meeting of the Can- 
adian Medical Association, Calgary, June 20, 1934, 
Section of Eye, Ear, Nose and Throat. 


unfortunately, to the fact that many well- 
trained ophthalmologists do not have enough 
confidence in their operative skill or ex- 
perience to insist upon surgery when the 
proper time for it arrives. The fear of possible 
operative failure should never lead one to 
persist in non-surgical treatment when records 
of fields and tension show that the condition is 
not under control. 


There are certain conditions, however, in 
which it is advisable to postpone surgery, or in 
which it may be avoided entirely. In chronic 
glaucoma the chief reason for this will be ex- 
treme age or infirmity of the patient. Cutting 
down of the field close to the fixation-point is 
sometimes considered as contra-indicating oper- 
ation, but wrongly so, I believe, since loss of 
central vision after a successful operation 
really is of rare occurrence and is not to be 
compared in seriousness to the loss which 
occurs inevitably in an uncontrolled ease with- 
out operation. A patient who has lost one eye 
after a previous operation naturally hesitates 
before a second operation and may refuse it. 
In such a ease, after explaining the probable 
consequences, we must do what we ean: In 
acute primary glaucoma, when the ease is seen 
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very early, it may be possible to avoid opera- 
tion; in secondary glaucoma the cause may be 
removed or the underlying inflammation may 
be treated so as to make operation unnecessary. 

In acute glaucoma our line of conduct will 
depend upon how early the case is seen. If the 
condition has existed for several days, opera- 
tion can almost never be avoided, and should 
not be delayed longer than the few hours 
necessary for the proper preparation of the 
patient. Eserine, 1 per cent, will be instilled 
several times at intervals of a minute, and this 
may be repeated at half-hour intervals. The 
use of morphine is usually indicated for pain 
and its miotie effect aids that of eserine. A 
saline purge may be of use by depleting the 
body fluids and so exercising an indirect 
osmotic effect on the intra-ocular fluids. These 
measures may reduce the intra-ocular tension to 
some degree, and a tonometric measurement of 
initial and subsequent tension is much better 
than the fingers in recording this. Such a re- 
duction of tension is desirable, to facilitate local 
anesthesia and to reduce the chance of hemor- 
rhage following surgical decompression of the 
eye. Not more than a few hours should be lost 
in such procedures, however, in such a late case, 
and we must depend on the reduction of tension 
on the operating table by retro-bulbar injections 
of novocaine-adrenalin. If 4 minims of 1:1,000 
adrenalin are added to the syringe containing 
1.5 ¢.c. of 4 per cent novocaine much more effect 
on tension will be obtained than if the novocaine- 
adrenalin as usually prepared is employed. If 
one waits ten or fifteen minutes after such an 
injection, it is not uncommon to find the tension 
reduced ten to twenty millimetres, or even to 
normal. Hence in our hands the retro-bulbar 
injection has replaced almost entirely the much 
more dangerous posterior sclerotomy which was 
formerly used as a preliminary to operation on 
eyes with very high tension. It is also the only 
means of assuring good local anesthesia in acute 
glaucoma, where one formerly was often obliged 
to employ general anesthesia. I am glad to see 
that Col. Wright,’ in a recent paper, lays great 
stress on these means of reducing tension before 
operation. 

In a case seen during the first 24 hours of the 
attack there will be more hope of reducing the 
tension to normal, so that operation can be done 
under more favourable conditions, or even 
avoided altogether. Here, in addition to the 


measures already described, there will be time 





for a form of osmotic therapy more efficacious 
than the saline purge. This is the intravenous 
injection of hypertonic solutions. Such solu- 
tions make the blood hypertonic and it 
rapidly extracts water from the tissues, in- 
cluding those of the eye. (The same mechan- 
ism accounts for the marked hypotony seen in 
eases of diabetic coma with very high blood 
sugar.) Duke Elder? has reported a fall of 
tension from 95 to 38 mm., and another from 58 
to 20 following intravenous injections of sodium 
chloride. Thirty-five to 50 ¢.c. of 30 per cent, or 
100 to 150 ec. of 10 per cent sodium chloride 
may be employed. Injections of sodium chloride 
must be given slowly and very carefully, since 
any solution injected outside the vein causes a 
slough. The use of 50 per cent glucose solution 
is more convenient, as it is apt to be on hand in 
hospitals for use in reducing intra-cranial 
pressure, and it has the additional advantage of 
not causing a slough when injected outside the 
vein though it also must be injected with care. 
One hundred to 250 ¢.c. of the 50 per cent 
solution must be injected, or 200 to 500 c.e. of 
the 30 per cent solution, according to the size of 
the patient. 

I have seen a number of remarkable drops in 
tension from the use of both sodium chloride 
and glucose. In one case of glaucoma following 
discission the tension fell from 60 Schiotz to 23 
within six hours after the injection of salt 
solution and was then kept normal by miotics. 


CASE 1 


Another patient, Mr. W., had lost most of the vision 
in one eye before a successful operation for glaucoma 
was performed by a colleague 7 years before. An attack 
occurred in the second eye after cholecystectomy, and 
when I saw him tension was 70 Schiotz. Miotics were 
begun, and 100 c.c. of 50 per cent glucose were injected 
by vein, plans being made to operate later in the after- 
noon. After 344 hours the tension was found to be only 
18, so operation was postponed. It remained 14 to 18 
during his stay in the hospital and never went above 28, 
even after miotics were discontinued. Peripheral iridec- 
tomy was performed some months later because of the 
patient’s fear that an attack might occur when on a 
long journey. 


CASE 2 


Mr. T. suffered an acute attack in the left eye 
following its occlusion after operation for chronic 
glaucoma of the right eye. Tension was 82. One 


‘hundred c.c. of 50 per cent glucose was given by vein. 


One-half hour later tension was 65, three hours later 38, 
nine hours later 30, and twenty hours later 13. In spite 
of miotics it rose slowly during the following days to 
45, and three days later iridencleisis was performed with 
an excellent result. 


In acute glaucoma where the ordinary miotics 
meet with such resistance one would think of 
‘‘amin-glaukosan’’, as proposed by Hamburger,® 
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who undoubtedly succeeded in aborting some 
attacks by means of its use. It produces severe 
chemosis and inflammation, however, and this 
increases the difficulties and dangers of operation 
where this becomes necessary. I have seen such 
a reaction from it in one case that I have never 
used it since. 

There is one relatively minor procedure which 
may be successful in aborting an acute attack 
where operation is impossible or must be delayed 
too long for safety, namely, a simple paracentesis 
by a small limbar puncture. This may be done 
at. home with no other equipment than a syringe 
of 2 per cent cocaine, a speculum, fixation 
foreeps, and a small sharp cataract knife. 


CASE 3 

I was called to see Mrs. C. at home by her physician. 
I was told that the patient was suffering an acute myo- 
cardial failure, would probably not survive it, and must 
under no circumstances be operated upon. Mrs. C. had 
lost the sight of the right eye eight years before with 
acute glaucoma, and when I saw her tension in the other 
was 65 Schiotz, with vision reduced to hand-movements. 
After pushing eserine for an hour, a marginal para- 
centiesis was done in her bed, and eserine was continued. 
The next day tension was normal. Vision rapidly 
returned to 20/25 and remained so until her death, which, 
in spite of her physician’s opinion, did not occur until 
four years later! 

In chronic simple glaucoma, one will nearly 
always give a thorough trial to the usual 
miotics. Here 1 per cent pilocarpine or 0.2 per 
eent eserine is usually efficacious in securing 
miosis, and there is seldom any reason for em- 
ploying stronger miotics, whose unpleasant 
effects would become intolerable after a time. In 
most cases, the miotics are successful in reduc- 
ing tension to normal for a time. In a certain 
number of cases this effect may continue in- 
definitely. It is important to check progress in 
each ease by frequent fields, however, and to 
remember that the tension varies during the day 
in glaucoma patients, so that one whose tension 
is always normal when seen in the office may 
have higher tension at other times, especially 
during the night, which will cause gradual de- 
terioration of the fields. Hence tensions should 
be taken, at various times of the day, and, 
especially, early in the morning before any 
mioties have been used. The danger of miotics 
is of over-confidence in their effect, and a patient 
using them must be under constant surveillance. 

General examination of patients with chronic 
glaucoma is indicated, but there are few general 
conditions which have been proved to have a 
direct influence on glaucoma. This is certainly 





true of focal infection, so important in other 
conditions, and while definitely infected foci, 
such as root-abscesses, should be taken care of, 
one seldom sees a very definite effect of such 
treatment on the intra-ocular tension. And 
certainly there is no reason for advising surgical 
intervention on ‘‘suspicious’’ tonsils or sinuses 
in eases of chronic glaucoma. 

There is one condition which has been brought 
to my attention by some work of Dr. Herbert 
Barker, on which I hope to report later. This 
is edema due to the binding of water in the 
tissues by sodium chloride. Blood chemistry will 
reveal a slight relative alkalosis, with a slight 
decrease in blood chlorides. This means that 
chlorides as well as water are bound in the 
tissues by sodium. Elimination of sodium 
chloride from the diet, with the substitution of 
potassium chloride used freely as table salt, with 
a diet designed to leave an acid ash will cause 
the cedematous tissues to give up their water in 
a manner which is sometimes most surprising. 
In some cases ammonium chloride is also given 
in doses of 6 grams a day. There is another 
theoretical reason why a treatment designed to 
lessen alkalosis should reduce intra-ocular ten- 
sion. This is the fact demonstrated by Redslob 
and others that the vitreous humour shrinks in 
volume with very slight increases in acidity. An 
extreme result of this is seen in the ocular 
hypotony of patients in severe acidosis. This 
idea has been carried out in a few eases of 
chronic glaucoma with tension hovering slightly 
above normal in spite of miotics. In two eases 
the effect was apparently quite definite, the 
tension dropping from 35 to 25 Schiotz, and 
being maintained so to date. In several others 
normal tension has been maintained, but other 
factors may have played a part in the result. 
The same idea of combating a faulty water 
metabolism was at the basis of reports from 
Germany on the effect of various diuretics such 
as novazurol and theobromine on ocular tension, 
but the practicability of their continued use in 
such a chronic condition may well be doubted. 

When the use of miotics and the general 
measures mentioned above, (which, it must be 
stated, are still in the experimental stage) fails 
to control tension and fields, one will usually 
advise operation. Under special conditions de- 
manding delay, other measures become neces- 
sary. The most important agent at our disposal 
in such cases is certainly adrenalin and its 
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derivatives. The value of adrenalin in glaucoma 
has been brought out chiefly by the work of 
Hamburger since 1923. While 1:1,000 adrenalin, 
by instillation, showed no dependable effect on 
tension, he found that subeonjunctival injection 
of 4 minims of the 1:1,000 solution caused a 
marked fall of tension in most patients. It was 
accompanied by mydriasis, but occurred to an 
equal degree when mydriasis was prevented. A 
sharp rise of systemic blood-pressure followed 
such injections, and in some eases this caused 
faintness or even collapse. Hence Hamburger 
substituted for the usual levo-rotatory adrenalin, 
its dextro-rotatory isomer, which produced the 
same effect on ocular tension, but without raising 
the blood-pressure. This soon came into wide 
use in Germany under the trade-name ‘‘Glauko- 
san’’. . 

To avoid the difficulties of injection he then 
tried solutions of ordinary adrenalin more con- 
eentrated than 1:1,000, and found that a 2 per 
cent solution produced the same effect as sub- 
conjunctival injection of the ordinary prepara- 
tion. This with certain unimportant additions, 
was ealled ‘‘Links-glaukosan’’ or ‘‘Glaukosan 
tropfen’’, in English ‘‘Levo-glaukosan’’. On 
account of the expense of this imported article 
John Green, of St. Louis, has had prepared by 
the Metz Company ampoules of suprarenin 
bitartrate. Two c.c. of distilled water added to 
an ampoule gives a 2 per cent solution, the effect 
of which is identical with that of levo-glaukosan. 
Both preparations are used only by instillation, 
2 drops being placed in the sac while the lids 
are held open for 30 seconds. This is repeated 
three to five times at 15 minute intervals for a 
maximal effect. It should be preceded by a drop 
of local anesthetic. 

Gradle* showed that when 4 minims of ordi- 
nary 1:1,000 adrenalin are placed on a cotton 
pledget in the upper fold for four minutes 
enough absorption occurs to produce an effect 
similar to that of a subconjunctival injection. 
In my experience such an adrenalin pack does 
produce almost, if not quite, as marked an effect 
as levo-glaukosan or injection. In 50 cases in 
which one of these methods was employed a 
definite decrease in tension nearly always oc- 
eurred. The tension went below 25 Schiotz in 
42 cases. The average decrease was 10 mm., 


reaching 20, 23 and 24 mm. in certain cases. 
All eases were under mioties, but with tension 
remaining above normal. 


Mioties were econ- 
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tinued, and in 13 eases the tension remained 
normal for longer than a week, in 5 for longer 
than a month. A number were kept under 
control for § to 12 months by repeating the treat- 
ments, but in many eases later treatments were 
less effective and most cases finally came to 
operation. A few eases were unaffected by 
adrenalin, and where one attempt has failed 
nothing is to be gained by further attempts. The 
principal indication for adrenalin is in chronic 
simple glaucoma. In secondary glaucoma many 


‘ authors recommend the method which seemed 


ideal, in that tension was reduced without con- 
tracting the pupil. I have seen in several such 
cases, however, an acute rise of tension, and must 
agree with Vannas°® that adrenalin is contra- 
indicated in types of glaucoma accompanied by 
inflammation. In glaucoma following cataract 
operation or discission, however, the same ob- 
jection does not seem to hold, and I have seen a 
number of such cases in which adrenalin has 
controlled the tension until normal drainage was 
re-established without operative interference. 

Even in chronic simple glaucoma there is some 
danger that an acute rise of tension may occur 
following adrenalin. Apparently the mydriasis 
which occurs at first is the cause of this, con- 
verting the slight primary rise of tension which 
is normal into a marked one. I have seen this 
occur in several cases, and now always precede 
adrenalin by 3 drops of 0.2 per cent eserine at 
10 minute intervals before a treatment and one 
drop every half-hour for the next two hours, or 
for long enough to keep mydriasis from oceur- 
ring. The danger seems to be over in six to 
eight. hours. 

As an adjunct to mioties in cases almost but 
not quite controlled by them certainly adrenalin 
has shown itself of very great value. The same 
cannot be said of other proposed therapeutic 
measures in this type of glaucoma. Pituitrin 
and barium, mentioned in my paper above re- 
ferred to, seem not to have proved their value. 
At least there has been nothing convincing about 
them in the literature since that time. I have 
tried the use of calcium by mouth and by injec- 
tion in many eases, for theoretical reasons. Its 
use has no draw-backs, but I cannot claim to 
have seen any very definite effects on the ocular 
tension from it. A new miotic, ‘‘Doryl’’, has 
been described in the German literature by 
Velhagen® and others. It is carbaminoylcholin, 
not a derivative of either eserine or pilocarpine, 
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and hence might be of value in persons sensitive 
to both these drugs. In 0.75 per cent solution 
it is said to be superior to 2 per cent pilocarpine 
but inferior to 0.5 per cent eserine in its effect 
on the pupil. 


Secondary glaucoma contains such a large 
assortment of conditions that it cannot be sys- 
tematically discussed here. Treatment will in 
most cases depend upon the cause. In iritis 
with secondary rise of tension one hesitates to 
use mioties, and here paracentesis, repeated after 
several days if necessary, will often keep the 
tension within safe limits until the inflammation 
is controlled by treatment directed against the 
cause and large doses of sodium salicylate. 
Adrenalin, I feel, is dangerous here, though a 
number of ophthalmologists have used it with 
vood effect. A drug which would affect tension 
when given orally or subeutaneously would be 
exceedingly useful here. And we have such a 
drug in ergotamine, or ‘‘Gynergen’’. This is 
prepared from ergot, and besides causing con- 
traction of the uterus, depresses the end-organs 
of the sympathetic nervous system. It is sup- 
posed to decrease the permeability of the eapil- 
laries and in this way its effect on intra-ocular 
tension may be explained. It is dispensed in 
ampoules, one-half an ampoule containing the 
usual dose for subcutaneous injection, 1/250 
grain, which is usually repeated twice a day. 
Tablets of 1/60 to 1/30 grain are also dispensed 
for oral use, 2 or 3 tablets three times a day 
being given, but the effect of oral administration 
has been by no means so definite as that of 
injection. By injections of ergotamine I have 
seen drops in tension from 30 to 18, 37 to 17, 
30 to 20, and 40 to 25 mm. In chronic glaucoma 
it may be easily seen that a drug requiring two 
daily injections is impractical, but in a few cases 
of glaucoma following cataract operation, and 
especially in one ease of sympathetic ophthalmia, 
the effect of gynergen was most valuable, and in 
several eases a dangerous operation was avoided 
entirely. Unfortunately, not all cases react 
alike to the drug, and in certain cases it proved 
absolutely ineffective. As previously stated, in 
glaucoma following cataract operation or discis- 
sion adrenalin may prove of great value. Rises 
of tension after discission are much more com- 
mon than is generally believed, and have caused 
me to avoid atropine altogether before and after 
discission, homatropine being used when my- 
driasis seemed absolutely necessary. 


When glaucoma after cataract operations 
resists miotics and the measures described, cyclo- 
dialysis, as pointed out by Elschnig, seems the 
operation of choice, as the filtering operations 
are here especially dangerous and apt to prove 
ineffective. I regard this as the principal indica- 
tion for cyclodialysis, and consider that for this 
indication alone one is obliged to master this 
simple but exceedingly delicate procedure. 

To summarize briefly the non-surgical pro- 
eedures in glaucoma, it may be stated that after 
the use of miotics the procedure of most value in 
acute glaucoma is intravenous injection of hyper- 
tonic solutions, in chronic glaucoma the use of 
the adrenalin group, and in secondary glaucoma, 
ergotamine. The effect of salt-free and acid-ash 
diet in chronic glaucoma is being studied with 
interest. 

In chronic glaucoma I have never seen any 
reason for employing iridectomy in any of its 
forms or eyclodialysis. A filtering operation is 
the only form of procedure which offers an ex- 
cellent chance of permanently reducing tension, 
and a decision to undertake it should not be 
delayed when a case is not under control by 
other means. Whether one chooses corneo- 
scleral trephining, sclerecto-iridectomy accord- 
ing to. Lagrange, or iridencleisis will depend on 
one’s training, but every ophthalmologist should 
be the master of at least one of these three pro- 
cedures. I prefer iridencleisis in most cases, as 
less liable to certain well-known complications 
than trephining. It is so much easier to perform 
that it should commend itself to the surgeon of 
limited surgical material. It seems ideal in 
buphthalmos, as illustrated in a group of cases 
recently reported.’ 

In eases of chronic glaucoma a tension above 
45 to 50 in spite of mioties I feel that a recur- 
rence of tension is more likely after iridencleisis 
than after corneo-seleral trephining and nani’ 
the latter procedure in such eases. 

Cyclodialysis, as stated, is reserved for’ glau- 
coma after cataract operation or after’ partial 
dislocation of the lens. 


REFERENCES 


. WRIGHT, R.: Operative treatment of glaucoma, 
Ophth. Soc. U.K., 1933, 53: 336. 

DUKE ELDER, W. S.: Reaction of intraocular pressure to 
osmotic variation in blood, Brit. J. Ophth., 1926, 10: 1. 

HAMBURGER, C.: Glaukosantropfen, Glaukom-und Akkom- 
modation, Klin. Monat. f. Aug., 1926, 76: 400. 

. GRaADLF, H. S.: personal communication. 

. VANNAS, M.: Klinische Untersuchungen iiber die Ein- 

eee des Adrenalins hei Glaukom,. Act. Ophth., 1927, 

: 339. 


Trans. 


OO ao ww — 


o> 


VELHAGEN, K.: Die praktische -Verwendbarkeit des Doryls 
(Carbaminoylcholin) in der Glaukombehandlung, Klin. 
Anat. f. Aug., 1934, 92; 472. 

7. GirrorD, S. R.: Iridencleisis in buphthalmos, Arch. Ophth., 

1934, 11: 751. 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[ Mar. 1935 


BLENDED FISH OILS FOR MEDICINAL PURPOSES 


1. PRELIMINARY LABORATORY AND CLINICAL TESTS 


By H. N. Brock .essy, 


Chief Chemist, Pacific Fisheries Experimental Station, Prince Rupert, B.C., 
AND R. G. LARGE, M.B., 
Prince Rupert, B.C. 


OR many years cod liver oil has been recog- 
nized as the standard source of the oil- 
soluble vitamins A and D; and frequently the 
fact that other fish oils may be equally or more 
potent is overlooked. Cod liver oil, as sold for 
medicinal purposes, is not necessarily a single 
oil, but may be a mixture of oils from the livers 
of the cod, pollock, hake and other members of 
the same family. Numerous tests have shown 
that the oils from the various species of Gadus 
are similar in physical and chemical properties 
and in vitamin potency. The United States 
Pharmacopeia recognizes this and defines cod 
liver oil as ‘‘a fixed oil from the fresh livers of 
the Gadus morrhua and of other species of 
Gadus’’. The British Pharmacopeia recognizes 
as cod liver oil only the oil from the liver of 
the Gadus morrhua, although it is well known 
that cod liver oils sold in the United Kingdom 
may also contain the oil from the livers of re- 
lated species. . 
Recent research has shown that oils from 
certain fish other than the Gadide are valuable 
sources of the vitamins A and D. In the case 
of halibut, salmon and tuna (tunny) liver oils 
the potencies are many times that of cod liver 
oil, and these highly potent oils are proving of 
great value in both prophylactic and curative 
therapeutics. Other fish oils are known to con- 
tain vitamins A and D in greater or lesser 
amounts than does cod liver oil, and the writers 
have made extensive experiments on the chemi- 
eal, biochemical and clinical properties of vari- 
ous blends of these lesser known oils.. An 


investigation has been commenced with the fol- 
lowing objects in view: (1) the development of 
a blend of oils of satisfactory vitamin A and D 
content, the uniform potency. of which can be 
rigidly controlled by specifications concerning 
the quality and amount of the component oils; 


(2) to lower the cost of such an oil in order 
that it might be available to those people who 
are in the greatest need of accessory food fac- 
tors; and (3) the development of a further out- 
let for high quality Pacific coast fish oils. 

This communication is the first of a series on 
this subject and concerns the properties of an 
oil blended from Canadian pilchard oil and 
grey-fish liver oil.* 

The raw oils—British Columbia pilchard oil 
is produced from the pilchard, Sardina cerulea, 
which frequents the west coast of Vancouver 
Island in large schools. The oil is obtained by 
heating the fresh fish in continuous cookers, 
pressing the hot mass in screw presses and 
allowing the oil to separate from the press 
liquors. The oil thus produced is light brown 
in colour and possesses a not-unpleasant odour 
and taste. Grey-fish liver oil is obtained from 
the fresh livers of the grey-fish, Squalus suckli, 
by a simple steam rendering process. The livers 
contain up to 60 per cent of a pale yellow oil 
which has an odour and smell not unlike cod 
liver oil. 

TABLE I 


ANALYTICAL CHARACTERISTICS OF PILCHARD, OIL 
AND GREY-FISH LIVER O11 


Pilchard oil. . Grey-fish liver oil 


Colour in Lovibond units 20.0Y 1.2R 2.7Y 0.2R 
Specific gravity at 25° C. 0.9140 0.9055 
Refractive index at 25° C. 1.4785 1.4714 
Acid value 0.2 to 4.0 0.57 
Saponification value 193-199 156-166 
Iodine value 173-183 112-115 
Unsaponifiable matter 

(percentage) 0.1-0.3 4.5 

*It .is proposed to call these blended oils 


‘‘Thalattol’’ (6ajatra, the sea) and steps have been 
taken to register this name. Oils sold under the name 
‘‘Thallatol’’ will have to conform to rigid specifica- 
tions set by the Pacific Fisheries Experimental Station 
of the Biological Board of Canada. 
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Some physical and chemical properties of 
these two oils are given in Table I. 

Of the two oils pilchard is the more unsatur- 
ated, as shown by its iodine value of 173 to 183. 
On the other hand, this oil deposits considerable 
stearin when cooled, whilst grey-fish liver oil 
remains clear almost to 0° C. Therefore, be- 
fore blending for medicinal purposes the pil- 
chard oil is chilled at 6° C. and most of the 
solid stearin removed by filtration. The un- 
saponifiable matter of the grey-fish liver oil 
consists largely of the unsaturated hydrocarbon 
Squalene, with smaller quantities of cholesterol 
and higher alcohols.2, In common with cod liver 
oil, both these oils contain highly unsaturated 
fatty acids of high molecular weight, and apart 
from their vitamin content their nutritive value 
would appear to be the same as cod liver oil. 
It was shown by Brocklesby and Denstedt* that 
commercial pilehard oil is a good source of 
vitamin D, whilst Finn‘ found it to contain vita- 
min A. It might be mentioned here that this 
oil gives anomalous results for vitamin A con- 
tent when testing by the Carr-Price colorimetric 
method, biological tests indicating a higher 
potency than the ‘colorimetric. Grey-fish liver 
oil has been found to be from five to ten times 
more potent in vitamin A than cod liver oil® but 
it is only from one-tenth to one-third as potent 
in vitamin D*. 

The blended oils—The samples of blended 
oils were made by mixing 1 part by volume of 
grey-fish liver oil with 4 parts of pilchard oil. In 
all cases the oils were made from perfectly fresh 
material, and the blended products were as 
palatable and as free from odour as the best 
grades of medicinal cod liver oil. A comparison 
of the analytical constants of a blended oil with 
those of a medicinal grade of Norwegian cod 
liver oil is given in Table II. 


TABLE IT 
Norwegian 
Blended oil cod liver oil 
Colour in Lovibond units 1.2R 18.0Y 3.3% 
Specific gravity at 20° C. 0.9242 0.9224 
Iodine value 170.0 163 .2 
Aeid value 0.77 0.72 
Unsaponifiable matter 
(percentage) 2.70 0.78 


It will be observed that the blended oil is 
slightly more unsaturated than the cod liver and 
might therefore be more susceptible to oxidative 
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rancidity. This is of importance, since the oxida- 
tive changes that accompany the development 
of rancidity tend to destroy vitamin A. Con- 
siderable work has been done, therefore, on the 
relative susceptibilities of the blended oils and 
cod liver oil to oxidative rancidity. By methods 
involving the measurement of the inductive 
period, rate of peroxide and aldehyde formation, 
and the Kreis test (the details of these tests are 
not: given here), it was established that the 
blended oil had a slightly greater tendency to 
undergo oxidative rancidity, but the difference 
between the two oils was small. 

However, further experiments were made to 
find the stability of the vitamin A in the two 
oils. In this series of experiments the conditions 
were made to simulate those obtaining during 
the actual use of the oil in the household. The 
oils were kept in standard 12 oz. bottles in a 
dark cupboard at room temperature. Every 
week about 25 ¢.c. of oil was removed, so that 
at the end of 8 weeks the bottles were only half 
full. As the volume of air in the bottles in- 
creased, the amount of oxidation increased. The 
effect on the vitamin A was measured by the 
Carr-Price colorimetric method and the results 
are shown in Table III. 


TABLE IIT 


EFFECT OF STORAGE OF OILS DURING USE 
ON THE VITAMIN A POTENCY 








Concentration 
used for test, Blue value 
Sample percentage Beginning End of 7 weeks 

Cod liver oil 10 6.5 6.0 
Blended oil No.2 5 13.3 12.5 
Blended oil No.3 10 12.5 11.1 
Pilchard oil 20 2.7 2.7 
Grey-fish liver oil 5 17.2 17 .0* 


* This sample was not used for the blended oils Nos. 2 and 
3 but for the blended oil used for the clinical.tests. Blended 
oils Nos. 2 and 3 were made from a grey-fish liver oil which 
gave a blue value of 5.2 units for a 0.25 per cent solution. 


At the end of seven weeks there was a definite 
decrease in the blue value of both the cod liver 
oil and the blended oils. The decrease, however, 
was about the same in each case, and therefore 
the vitamin A in the blended oils appears to be 
as stable as that in cod liver oil. The same care 
in handling and storage of cod liver oil should 
therefore suffice for the blended oils. 


BI0-ASSAY AND CLINICAL TESTS 


The first large quantities of the blended oil 
were made from grey-fish liver oils of exceed- 
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ingly high potency which apparently can be 
obtained only in certain seasons of the year. 
These blended oils gave Carr-Price blue values 
for vitamin A ranging from 12 to 25 units in 
10 per cent solution, as compared to 3 to 12 
units for various cod liver oils. The blended 
oils were used in a number of public institu- 
tions throughout western Canada in the place 
of cod liver oil and in every case the physician 
in charge reported very encouraging results. 
These pertained mainly to increased weight 
and greater resistance to colds, results attrib- 
utable to the high vitamin A content. How- 
ever, the writers desired to carry out clinical 
tests under their own observation, and a new 
lot of blended oil was made up. Unfortunately, 
erey-fish liver oils of only medium high potency 
were available at the time, and since the 
opportunity for the clinical tests extended 
only for a period of a few months these oils 
had to be used. They were incorporated with a 
high grade pilchard oil, in the proportion of 
four parts of pilchard oil to one of grey-fish 
liver oil. Although of lower potency than was 
desired, the resulting blend was of higher 
vitamin A content than the Norwegian cod 
liver oil used for comparison. The cod liver 
oil, however, was more expensive than the 
blended oil and was of the grade supplied to 
government institutions. The vitamin potencies 
of these two oils are shown in the following 
table. 


TABLE IV 
VITAMIN POTENCIES OF BLENDED AND Cop LIVER OIL 





Vitamin A—— Vitamin D 
Bio-assay Bio-assay 
inter- imter- 
Carr-Price technique national national 
blue colour units units umts 
conc.% units 
Cod liver oil 10 Bie 33 
20 5.2 
Blended oil 10 4.5 375 20 
20 ico 


The clinical test was carried out on a group 
of Prince Rupert school children ranging in age 
from 8 to 10 years. These children were 
divided into 3 groups of 39, 35 and 27 in- 
dividuals respectively. The first group received 
the blended oil, the second group the cod liver 
oil, and the third group constituted the con- 
trols. The oils were administered daily just 
before lunch, five times a week, in doses of 4 





drams. No oil was given during the week-ends, 
but during the Easter recess the children re- 
ceived the oils in their own homes. The test 
extended over a period of 17 weeks. 

Previous to, and at the end of the test period, 
the children were given a thorough physical 
examination. Data were also obtained from 
the parents and teachers regarding the chil- 
dren’s health with particular reference to 
previous infectious diseases or other illnesses 
which might contribute to faulty development. 
During the progress of the test the children 
were weighed weekly in their indoor clothes on 
a spring balance. The oils were very well 
tolerated. In only two cases was any difficulty 
experienced. The difficulty in both cases con- 
sisted in severe constipation, and, peculiarly 
enough, both the children were receiving cod 
liver oil. The blended oil appeared to be as 
easily taken as the cod liver oil. 

After careful deliberation it was decided to 
base the conclusions of the test on the follow- 
ing clinical findings: weight increase, condition 
of teeth, condition of tonsils, and incidence of 
colds. The following is a brief summary of 
the results. 

Weights.— Weight increases were inconclusive. 
Partly due to poor equipment and partly to the 
fact that the children were weighed in their full 
clothing, which varied considerably with weather 
conditions, the weights showed wide fluctuations 
and were not amenable to statistical treatment. 


Teeth.—The results in this ease were also not 
greatly significant. This is not surprising in 
view of the low vitamin D content of the two 
oils. 

Tonsils—The condition of the tonsils showed 
a definite benefit through the use of either of 
the two oils. The control group showed a higher 
percentage of diseased tonsils at the end of the 
test period than at the beginning. In the other 
two groups, however, not only was there a 
smaller number of defective cases but the 
majority of diseased tonsils found in the first 
examination were definitely improved. The two 
oils seemed to be equally efficient. 

Colds.—The most marked results were ob- 
tained on the incidence of head colds. At the 
time of the first examination colds in the head 
were quite prevalent and the number of cases 
was evenly distributed throughout the three 
groups. <At the end of the test period, the 
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eroup which received the blended oil showed 
no colds whatever; 15 per cent of the cod liver 
oil group had colds and in the control group 
more than 25 per cent were affected. These 
results, admittedly not entirely conclusive, 
eould hardly be explained on an epidemic 
basis, as the children in the various groups 
were scattered throughout three classrooms and 
were therefore substantially exposed to the 
same infections. 

Whilst realizing that evidence gathered from 
parents is in general not reliable, it appears to 
be worth recording that in most eases the 
parents of those children receiving oil reported 
a marked decrease in head colds and throat 
infections. The teachers of the classes which 
received oil were quite emphatic that the gen- 
eral health of their pupils had been bettered, 
as evidenced by their attendance records. An 
examination of the records substantiated this 
claim, and since the greater number of absences 
are due to the occurrence of common head 
eolds this appeared to corroborate the clinical 
findings. 

As has already been intimated, the writers 
were not entirely satisfied with these prelimi- 
nary clinical tests nor with the oil tested. 
Since the above work has been completed, a 
new blend of oils has been developed (by the 
use of an entirely new method of extraction) 
which shows excellent promise. This blend 
can be standardized so as to contain at least 
800 units of vitamin A and about 75 units of 
vitamin D; it should therefore be an effective 
prophylactic agent. At the present time this 
new blend is being tested clinically under more 
satisfactory circumstances than the test here 
reported. Better clinical equipment has been 
secured and, in addition to medical examina- 


SILICOSIS AND PRIMARY CARCINOMA OF THE 
Broncuus.—M. J. Fine and J. V. Jaso report a case in 
which primary carcinoma and silicosis in the lung co- 
existed. The reason for reporting the case is that they 
are of the opinion that the combination of the two 
diseases is not uncommon and that its apparent rarity 
is due to the fact that an insufficient number of cases 
of silicosis come to necropsy. These occupational dusts 
are chemical irritants. In the light of our knowledge of 
the part played by chemical irritants in the causation 
of cancer, it is not inconsistent to expect silicosis to be 
followed by carcinoma occasionally. The authors sound 





a warning that one must not make a hasty diagnosis of 
tuberculosis because a patient has symptoms suggesting 
pulmonary tuberculosis without careful study. A careful 
history in their case would have suggested a diagnosis 
of silicosis rather than tuberculosis. — 


The similarity of 
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tions, thorough dental examinations are being 
made. It is planned to publish the results in 
this Journal at a later date. 


SUMMARY 


1. An investigation has been started with the 
object of producing a low-priced, blended medi- 
einal oil, the potency of which can be accurately 
controlled. 

2. A blend of grey-fish liver oil and pilchard 
oil has been examined chemically, biochemical- 
ly, and clinically. 

3. The blend compared favourably with a 
Norwegian cod liver oil. It was found to be as 
stable as the cod liver oil and equally as efficient 
as a prophylactic. 

4. The investigation is being continued on a 
new blend of oils. 


The writers wish to thank Miss C. A. Mitchell and 
Miss E. Cavalier, teachers, who so willingly cooperated 
in carrying out the clinical test reported here. They 
also wish to thank Miss W. C. Bunn, R.N., who made the 
weekly weighings and who assisted in the medical ex- 
aminations. 

Thanks are also due to the Gyro and Rotary Clubs 
of Prince Rupert who defrayed the expenses of the 
clinical test. The chemical and biochemical work was 
done in the laboratories of the Pacific Fisheries Experi- 
mental Station of the Biological Board of Canada, and 
the writers wish to thank various members of the staff 
who assisted in this investigation and the Biological 
Board of Canada for permission to publish these pre- 
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to 


symptoms in the early stages of pulmonary tuberculosis, 
silicosis and primary carcinoma of the bronchus renders 
the diagnosis somewhat difficult. Early bronchoscopic 
examination would have revealed the new growth. Hilus 
carcinoma is by far the commonest variety. More than 
90 per cent of cases fall into this group. The tumour 
is obviously bronchogenic, commencing in a bronchus and 
spreading along the bronchial tree and into the lung 
substance. It may originate in the bronchus outside the 
lung. The lesion without the bronchus varies from a 
mere roughening of the mucosa to a complete stenosis. 
Primary carcinoma of the bronchus in conjunction with 
silicosis is comparatively rare. All workers whose occu- 
pation entails exposure to the dust hazard should have 
their chest roentgenographed at the start of work, and 
at periodic intervals thereafter—J. Am. M. Ass., 1935, 
104: 40. 
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THE RADIOLOGICAL ASPECT OF RIGHT UPPER ABDOMINAL PAIN* 


By L. J. Carrer, B.A., MD., O.M., F.A.GR., 


Brandon, Man. 


JN a recent survey, made by the writer, of a 

large series of cases operated on at the 
Bigelow Clinic for the relief of right upper 
abdominal pain, the following conditions were 
found: chronic cholecystitis in 45 per cent; ad- 
hesions and bands. alone in 16; duodenal ulcer 
in 9; carcinoma of the stomach in 4; multiple 
cysts of the liver, carcinoma of the pancreas, 
diverticulum of the duodenum, gastric. ulcer, 
polyposis of the stomach, carcinoma of the liver, 
obstructive jaundice (gall stone impaction), 
subphrenic abscess, hernia of diaphragm, car- 
einoma of hepatic flexure of the colon, right 
hydronephrosis in 1 per cent each. In 15 per 
cent of the cases there was no demonstrable dis- 
ease in the right upper quadrant. In this 
latter series of cases the lesion was found in the 
right lower quadrant, and consisted of chronic 
appendicitis and ileo-ceecal bands and adhesions. 
The tenderness and duodenal deformity demon- 
strated in the right upper quadrant were reflex 
and spastic phenomena, the sure precursors of 
later disease in the right upper quadrant if the 
lesions elsewhere were left untreated. 

Duodenal ulcer—In the diagnosis of duo- 
denal ulcer the radiological findings have now 
become classic. They consist of the charac- 
teristic incisura and the niche opposite. The 
incisura is produced by spasm of the circular 
muscle fibres opposite the ulcer; the niche is 
produced by the barium-filled ulcer crater. The 
niche may not be apparent on examination, but 
can be elicited by pressure of the examining 
hand under the fluoroscope or by pressure from 
a rubber bag when taking the radiogram. 

While duodenal ulcer usually has a classic 
symptomatology, yet in rare cases the symptoms 
may be masked by complications, such as ad- 
hesions or gall bladder disease, or changed in 
the presence of partial. obstruction to the outlet 
of the stomach. The diagnosis should therefore 
always depend on the radiological findings. A 


* Part of a symposium held at the Annual Meeting 
of the Manitoba Medical Association, in Winnipeg, on 
September 10, 1934. 





lesion of the duodenum should be demonstrable 
radiologically in 100 per cent of the cases, 
although, rarely, it may not be possible. to 
identify exactly the nature of the lesion. 

Duodenal bands and adhesions.—These are 
definite entities. They are analogous to similar 
conditions found in the ileo-cecal region. Bands 
or membranes are congenital in origin, but 
usually are aggravated by superadded inflam- 
matory processes. Adhesions are always in- 
flammatory in origin, and depend on prior 
trauma or localized inflammation, such as chole- 
cystitis, duodenal ulcer, or other localized pro- 
cess, as a duodenitis. 

The radiological indications of duodenal 
bands or membranes, or adhesions, are as 
follows. Firstly, there is a deformity of the 
duodenal cap, not the sharp incisura of ulcer, 
but the more regularly outlined smooth de- 
formity produced by external pressure. Second- 
ly, there may be a drawing-up of the second 
part of the duodenum vertically or laterally to 
the right, far from its usual position. And, in 
the third place, the second part of the duo- 
denum may be enlarged and retain the barium 
for some time, in contrast with the normal 
quick emptying of the viscus. This may be the 
result of a constriction of the third part of the 
duodenum in the region of the ligament of 
Treitz, or it may be the end-result of a duo- 
denitis. 


The treatment of bands and adhesions of the 
duodenum by surgical methods gives good 
results when it is thoroughly done. This is 
evidenced by a report published by Dr. 
Cromarty of the end-results in 40 cases. These 
cases were operated on in the Bigelow Clinic, 
and the results, as obtained in response to a 
questionnaire, were very encouraging. The 
operation consists of freeing the duodenum 
thoroughly from the constricting bands or ad- 
hesions and allowing the organ to resume its 
normal position and form. As a result of the 
operation the symptoms were reported to be 
improved greatly in 80 per cent of the cases, 
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and slightly improved in 15. Epigastrie pain, 
which had been present in 61 per cent of the 
cases, was entirely relieved in 33 per cent and 
much improved in 55. Belching of gas, which 
had been present in 61 per cent of the cases, 
was greatly improved in 55 per cent of the cases 
operated on. Epigastric tenderness, which was 
complained of in 50 per cent of the cases, 
was cured in 57 per cent and relieved in 29. 
Nausea and vomiting, which were present in 30 
per cent of the cases, were relieved in 80. 

Pyloric stenosis —Attention has been called 
by Dr. Kirklin recently to pyloric stenosis in 
adults. He has been able to diagnose this condi- 
tion radiographically . The radiological appear- 
ance is a narrow neck of barium extending be- 
tween the pylorus and the duodenal eap. 


CHOLECYSTOGRAPHY 


The value of the Graham-Cole test of gall 
bladder functional activity is soundly estab- 
lished. In 1925, one year after the method was 
first announced by Graham, the writer showed 
at the annual meeting of the Manitoba Medical 
Association films demonstrating this new pro- 
cedure. In 1931 he showed at the annual 
meeting of the same Association the results of its 
use in 650 cases, of which 70 had come to opera- 
tion. The conclusions then reached were: firstly, 
as a test of the presence of gall bladder disease 
the method is correct in 95 per cent of the cases; 
secondly, as a test of the absence of gall bladder 
disease, the method is of no value, (a diseased 
gall bladder may function normally) ; thirdly, as 
a test of gall-bladder function the method has its 
greatest value. We have now used the test in 
nearly 1,000 cases, and the above conclusions 
have been amply confirmed. The chief value of 
the test is to indicate at what stage of gall 
bladder disease medical treatment should be 
abandoned and surgical intervention be em- 
ployed. A gall bladder, however diseased, if it 
is functioning normally according to this test, 
should generally be given a chance to recover 
under medical treatment. The only exceptions 
to this rule are empyema of the gall bladder, 
uncontrollable attacks of gall-bladder colic, and 
persistence of the gall-bladder syndrome under 
well regulated medical treatment. 

Another contribution which cholecystography 
has made is the new conception which it has 
given us of the anatomy of the gall bladder in 
the living subject. It has shown us that the 


gall bladder, so far from being a fixed organ, is 
eapable normally of occupying almost any posi- 
tion in the right abdomen. One of the first 
surprises of this test was to find a normally 
functioning gall bladder lying beside the fourth 
lumbar vertebra. Another feature is the re- 
markable changes in the size and position of the 
gall bladder in response to a fatty meal. It 
reduces in size by half, and may change its 
position from three to four inches. This new 
conception of the gall bladder, as viewed by the 
x-ray, is analogous to the contribution of the 
x-ray in the understanding of the entire gastro- 
intestinal tract. It has shown that there is no 
classic position or shape for the normal stomach. 
There are aS many varieties of stomach appear- 
anees as of noses on our faces. The size and 
shape of the stomach correspond to bodily 


habitus. A stout person’s stomach is transverse 
and high. <A thin person’s stomach is J-shaped 
and low. Both are normal, if they function 


normally. The x-ray has largely done away with 
the bugbear of visceroptosis. We no longer 
subject people regularly to operations for sup- 
posedly ptosed organs. Our offices are no 
longer cluttered up with belts and pads and 
other devices for the support of visceroptosis. 
Through the x-ray we have come to recognize 
that function, and not position, is the important 
faetor. 


GRAHAM FUNCTIONAL LIVER TEST 


Graham, one of the originators of cholecysto- 
graphy, has modified this test to make it also a 
measure of the functional capacity of the liver. 
While we understand little of the functional 
testing of the liver, yet the method of Graham is 
a rough estimation of the ability of the liver to 
withstand the strain involved in surgical re- 
moval of the gall bladder. He changes from the 
ordinary dye used in the functional test of the 
gall bladder by using isoiodeikon instead of 
iodeikon, that is, instead of tetra-iodo-phenol- 
phthalein he uses phenol-tetra-iodophthalein. By 
so doing he obtained a dye that was eapable of 
staining the blood serum upon the addition to 
the latter of a little alkali. Thus the amount of 
the dye excreted by the liver in a given time 
was estimated by the colorimetric method. 
Normally the liver excretes 85 to 90 per cent of 
the dye from the blood in one-half hour. If the 
amount excreted falls below 50 per cent the 
patient is not a good surgical risk. Since adopt- 
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ing this test Graham has been able to reduce the 
operative mortality from 6 to 0.5 per cent in 
simple cholecystectomy. 


INTRAVENOUS PYELOGRAPHY 


Right-sided abdominal pain is frequently due 
to a right hydronephrosis. In the absence of 
signs of kidney infection, namely blood or pus 
in the urine and urinary frequency, the method 
of retrograde pyelography is not indicated. 
Under these conditions the use of skiodan or 
uroselectan intravenously is of great value. The 
dilated pelvis of the right kidney is strikingly 
brought out by this method of intravenous 
urography. ; 


THOROTRAST 


In recent journals reference has trequently 
been made to thorotrast as a method of diagnosis 
in diseases of the liver and spleen. Thorotrast 
is a preparation of thorium dioxide, a metal of 
the radio-active class. It is absorbed by the 
reticulo-endothelial system of the body. By its 
use it is possible to visualize organs never before 
seen with the x-ray, viz., the bone marrow, pul- 
monary alveoli, kidney, placenta, liver, spleen, 
and the lymphatic system. But its use is not 
unattended with danger. It has the character- 


istic of all radio-active substances, such as 
radium, x-ray, ete., namely, that it produces a 
very slow cumulative effect. It takes from seven 
to twelve years for the full effect to be estab- 
lished. Further, in the short time it has been 
in use, it has been known to produce degenera- 
tive effects in the livers of animals in which it 
has been used. The Council on Pharmacy and 
Chemistry of the American Medical Association 
has recommended that thorotrast be not accepted 
for intravenous administration. It is a danger- 
ous method. Leave it alone for the next ten 
years at least. 


SOME LIMITATIONS OF X-RAY 


In the use of the x-ray in the diagnosis of the 
cause of right upper abdominal pain some pre- 
cautions should be borne in mind. In acute 
intestinal obstruction, especially if the small 
bowel be the site of obstruction, the barium meal 
should never be given. In this condition a single 
film will often show the distended loops of small 
bowel. In acute perforation of the stomach or 
small bowel a barium meal should never be given. 
In partial obstruction of the large bowel a 
barium meal may complete the obstruction, and 
should never be given unless the facilities are at 
hand for doing a prompt colostomy. The barium 
enema is most valuable in this condition. 


THE MANAGEMENT OF THE INGROWING TOE-NAIL 


By H. 8. Doan, M.D., 


Department of Surgery, Royal Victoria Hospital, 


Montreal 


[N the surgical outdoor department one meets 

many maladies which are minor, in the sense 
that the lesion may be small, yet are major con- 
ditions to the patient suffering from them. 
Often they inconvenience, or even handicap, the 
patient, in that earning capacity is greatly 
interfered with, or, in more grave conditions, 
suspended. The ingrowing toe-nail, onycho- 


eryptosis, belongs to this group. Included also 
here are milder conditions, in which there is 
redness and tenderness of the adjacent lateral 
skin, with some swelling, and on examination 
the nail is found covered at the lateral margin 
by overlying edematous skin, though the sub- 
cutaneous tissue may not be broken; also the 





nail may be thick, corrugated, and deformed, so 
that slight boot pressure affects it more easily. 
The causes of ingrowing toe-nail are many 
and varied. It is most frequently due to im- 
proper cutting of the nail too far back at the 
corners, thus allowing the adjacent tissue to 
bulge over the side of the nail. When pressure 
occurs, this sharp corner digs in and causes 
irritation, which, under the ever-present infec- 
tion in the area, will lead if untreated from the 
milder to the graver forms of the condition. 
Another common cause is the crowding together 
In 


workmen a frequent cause is trauma to the nail 


of the toes from badly fitting footwear. 
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and the nail-bed, which results in a deformed 
nail. 

For the sake of description and treatment 
onychocryptosis may be divided into three 
groups. First, the mild form. In this type there 
is redness and swelling along the skin at one or 
other, or both, of the lateral borders of the nail. 
On examination, one generally finds the lateral 
corners of the nails on one or both sides cut 
well back, and that the adjacent skin is over- 
hanging or has a tendency to do so. In the 
early cases, the skin or subcutaneous tissue is not 
broken, or, if it is, very little infection is present. 
The treatment of this type of case is: correc- 
tion of the footwear and instruction to the pa- 
tient to use warm footbaths of a mild boracic 
solution, and in future to cut the nail across, 
so that the corners remain protruding or gently 
rounded off. In the outdoor clinic, in this type 
of case, along with the above, the area between 
the nail and the adjacent lateral skin is packed 
with absorbent cotton, impregnated with Tinct. 
Ferri Perchloridi. The method of doing this is 
to tease out the absorbent cotton and to soak 
it with the Tinet. Ferri. Perchloridi. solution, 
then with a toothpick or some fine instrument, 
taking the edge of the absorbent cotton, to work 
it gradually down beside the lateral margin of 
the nail. A dry dressing to the toe completes 
the procedure. This treatment has a triple 
purpose —the pushing back of the skin, the 
hardening of the irritated area, and the appli- 
cation of a mild antiseptic. The patient is in- 
structed to return in two days, when the pro- 
eedure is repeated. Paring the centre of the 
nail may be done. This works well when there 
is no infection present, and even in cases when 
the infection around the nail is not severe. 

The second group of cases comprises those in 
which the infection is more severe and of 
longer standing, and in which there is a heap- 
ing-up of granulation tissue over the lateral 
side or sides of the nail. In this type of case, 
if the infection ean be made to subside by hot 
footbaths and rest of the member, partial 
lateral removal of the nail and the underlying 
nail-bed, with the removal of the granulation 
tissue at the edge, is carried out. In this 
removal, with the application of a tourniquet 
to the toe, an incision is carried back at the 
desired point through the base of the nail and 
the cuticle, almost to the inter-phalangeal 





joint capsule of the distal joint. A curved 
incision is made from the line of division just 
proximal to the junction of the cuticle and the 
nail, laterally and forward, just outside the 
granulating area and around the distal end of 
the nail to the point of removal. This flap is 
dissected up, the lateral part of which is under- 
cut, so that a flap skin-graft is left. Then the 
whole area—nail, nail-bed, and granulating 
area—is removed en bloc. The proximal part 
of the flap is returned to its place, and a suture 
is placed at the cuticle margin. The under- 
cutting allows the lateral flap to drop in and 
over the raw area where the nail-bed has been 
removed, and also to act as skin-graft to this 
area. If the ingrowing is bilateral and infec- 
tion too extensive a total removal of the nail, 
not including the bed, may be earried out, with 
subsequent treatment to relieve the infection. 
The nail is allowed to grow again, but in 
recurring cases a removal of the nail-bed is 
done as soon as the field is clean, with sub- 
sequent skin-grafting to hasten the period of 
disability. 

The third group includes those in which 
there is gross deformity of the nail, the edges 
of the nail press in, due either to trauma or 
‘‘idiopathie’’ onychogryphosis, and those that 
recur after repeated removal of the nail has 
been carried out. In this group the only satis- 
factory treatment, when the condition is inter- 
fering with the livelihood of the patient, is 
eradication of the nail and the nail-bed. If 
infection is present, this must be cleared up. 
The removal of the nail and the nail-bed with 
its subsequent granulation is a slow process, 
and often means a loss of time of from ten to 
twelve weeks, with the attendant risk of infec- 
tion and osteomyelitis of the terminal phalanx. 
The disadvantage is overcome in some clinics 
by removing a part of the terminal bony 
phalanx at the time of the removal of the nail- 
bed, turning up the soft flap and suturing it to 
the former cuticle margin. This has the dis- 
advantage of shortening the toe and often 
leaving a tender end. As the ingrowing toe- 
nail is so much more common in the big toe, 
these conditions are to be avoided. It was with 
the idea of shortening the period of disability, 
of lessening the danger of nail-bed infection, 
and of retaining a certain amount of pad on an 
area which has: been accustomed to taking 
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pressure, that in this group of cases it was 
decided to cover the area at the same time as 
the nail-bed was removed with full thickness 
‘‘pinch’’ or ‘‘Davis’’ skin-grafts. This pro- 
eedure is as follows. A tourniquet is applied 
to the base of the toe, a horseshoe-shaped 
incision earried across the skin at the distal 
border of the nail and the two limbs carried 
along, clear of the lateral nail margins, to a 
level just distal to the joint capsule. The area 


of the skin covering the base of the nail is very. 


carefully freed and turned back. The whole 
area, including the nail and the nail-bed, from 
the joint capsule to the incision at the tip of 
the toe, is removed in toto. The flap at the base 
is then returned to its original position and 
held by lateral sutures of silkworm gut. The 
raw area is covered completely by full thick- 
ness ‘‘pinch’’ or ‘‘Davis’’ skin-grafts, taken 
from an area higher up on the leg and placed 
close together resting on the periosteum. The 
erafts are held in place by a covering of gauze, 
one or two layers thick, stretched across the 
toe. This is covered by a thick layer of gauze 
soaked in paraffin. The tourniquet is removed 
and the toe bandaged. There may be some 
bleeding, but this is taken up by the gauze and 
it is never excessive. As these patients are 
treated in the outdoor department, they are 
instructed to return on the following day, when 
the dressing down to the gauze covering the 
erafts is removed, great care being taken not 
to disturb the gauze which is actually holding 
the grafts in place. Gauze soaked in liquid 
paraffin usually prevents sticking. If sticking 
does occur, hydrogen peroxide is used to loosen 
the gauze, care being taken not to disturb the 
erafts. This is continued for eight to ten days, 
when the deepest layer of gauze is removed 
and the wound dressed. By this time the 
grafts are well taken and only a protective 
dressing with vaseline or liquid paraffin need 
be used. A piece of marine sponge may be used 
for keeping the grafts in place. After the first 
or second dressing, the patients are perfectly 
comfortable and return for dressing every 
second day. After two or three days they are 
able to return to their usual work, and have no 
more discomfort. Thorough removal of the 
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nail is more difficult than the description in- 
dicates. If it is not thoroughly done every- 
where, especially back at the base and under 
the skin of the lateral margins, distorted pieces 
of nail are sure to appear and cause trouble. 
The sear left after this procedure is pliable and 
free from tenderness, and there is a lesser 
danger of infection of the terminal phalanx. 

I am of the opinion that no operations carried 
out on ingrowing toe-nails with the slightest 
infection should be done under local anesthetic 
and tourniquet, and if a local anesthetic is un- 
avoidable in no ease should adrenaline be used. 
When a tourniquet and local anesthetic are 
used in this type of case, there is always danger 
of sloughing of the terminal part of the wound 
or toe, due to interference of the blood supply 
and to the ever-present infection. There is also 
grave danger of localized infection at the site of 
injection, because of the infected lymphatic 
drainage channels. The anesthetic of choice is 
gas-oxygen. 

In 2,255 new cases coming to the Surgical 
Outdoor of the Royal Victoria Hospital in 1933 
for treatments of all kinds, there were 22 of 
ingrowing toe-nails, grouped as follows: 8 be- 
longed to Class 1; 9 to Class 2; and 5 to Class 3. 
Eradication of the nail and nail-bed with skin- 
grafting was done in all five of Class 3, with 
good results, except in one in which the removal 
of the nail-bed was not done thoroughly enough ; 
subsequently from the remnant a hard little 
spur developed, which was removed. One pa- 
tient who had this operation done returned to 
his duty as traffic officer in three weeks, and has 
been ‘‘carrying on’’ during the intervening 
three years without discomfort. 

The procedure described above is for ambu- 
latory cases attending the surgical outdoor. The 
method of skin-grafting and after treatment can 
be modified considerably for indoor patients, 
with lessened attendant risk to the skin-grafts. 

The chief advantages of the procedure recom- 
mended in severe ingrowing toe-nails are: (1) 
shortened convalescence; (2) less pain; (3) a 
pliable sear; (4) less tendency to give trouble 
after healing is completed. 
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Case Reports 


A CASE OF CHRONIC THORACIC 
EMPYEMA TREATED WITH 
MAGGOTS 


By NorMANn BETHUNE, M.B., F.R.C.S.(E.), 


Division of Thoracic Surgery and Bronchoscopy, 
Sacré Ceur Hospital, 


Montreal 


The observation of Ambroise Paré (1509-1590) 
that neglected wounds containing maggots 
healed remarkably well has been confirmed many 
times since. It was William S. Baer,’ of Balti- 
more, who put these historical observations into 
actual practice by the deliberate introduction of 
the larve of the blow-fly into the open wounds 
of chronic osteomyelitis. Following the publica- 
tion of his work in 1931, Dr. Dudley Ross, 
Surgeon of the Children’s Memorial Hospital, 
Montreal, began to use these maggots in a 
similar fashion, obtaining the blow-flies from 
Baer.t. The fly after being hatched produces 
eggs in four to seven days; the eggs hatch in 
four to twenty-four hours, the larve turn into 
pup in five to seven days and the adult flies 
emerge in seven to ten days. These flies were 
fed and housed according to Baer’s procedure 
and the eggs sterilized after his method. 


CASE REPORT 


(No. 80732). E.B., a male, aged 60 years, was 
admitted to the Royal Victoria Hospital on 
March 7, 1932. The history showed that he had 
had a former admission in October, 1930, with 
acute empyema on the right side, which had been 
drained by rib resection, and he had been dis- 
charged in December of the same year with a 
healed wound. The diagnosis of right basal 
bronchiectasis had been made at the same time, 
but no treatment for this underlying condition 
was suggested, on account of the patient’s age. 
On discharge the sputum was about six ounces a 
day. Following discharge he was fairly well, 
apart from oceasional pain in the right chest, but 
in March, 1932, complained of a very severe pain 
over the old sear and the clinical examination 
confirmed by thoracentesis disclosed a recur- 
rence of the empyema. Five hundred c.e. of foul 
greyish-green thick pus was aspirated. Bacterio- 


logical examination showed streptococci and 
slender Gram-negative bacilli, large numbers of 
fusiform bacilli, but no spirochetes or tubercle 
bacilli. The dark field showed no spirochetes. 
Cultures gave a streptococcus; no growth on 
anerobie culture. On March 9th a partial 
Schede operation was done, with resection of five 
inches each of the eighth and ninth ribs from 





Fic. 1—Wound with wire cage surrounding. 


their angle forward, and excision of very thick 
fibrotic partially calcified costal pleura. The 
empyema pocket ran up underneath the seventh 
rib, but the upper limit could be reached with 
the finger upwards and forward to the anterior 
axillary line. The capacity was 500 «e<., 
measured with saline. A dry dressing was 
applied. Histological examination of the pleura 
showed no evidence of tuberculosis. March 10th, 
dressing changed; the discharge was very foul. 

March 18th, no chemicals having been intro- 
duced into the wound since the operation, but, it 
being merely washed out with saline, a test tube- 
ful of maggots, kindly given me by Dr. Ross, 
was put into the wound, the edges being bound 
with adhesive and a screen put over the top. An 
electric light was suspended near the screen, 
with the object of driving the maggots into the 
depths of the wound. 

March 19th, the discharge was much more 
profuse, but much thinner also; the maggots 
were lively. March 21st, the maggots were still 
active, but less so. They seemed larger and 
appeared to be nearing the end of their life 
cycle. The discharge was less and thinner, not 
so foul. March 22nd, maggots dead; the dis- 
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charge was now quite thin; healthy pink granula- 
tion tissue was seen covering the lung. Culture 
—streptococci persisting. Direct smear showed 
a few streptococci, staphylococci, a Gram- 
positive micrococeus, but no fusiforms. March 
24th, more maggots applied. March 28th, dis- 
charge was now negligible and granulation tissue 
extensive in formation. The whole wound looked 
very clean, pink and healthy. March 30th, 
maggots dead; washed out with saline. The 
capacity of the cavity was 100 ¢.c. April 5th, 
the patient. was up; April 19th discharged; 
wound practically healed; the cavity was filled 
in with granulation tissue, with the exception 
of the skin edge separation. The patient was 
completely unaware of the nature of his treat- 
ment. 

This case was followed for two and a half 
years, with no recurrence of the empyema. 


COMMENT 


The noteworthy thing was the extremely 
rapid formation of granulation tissue and the 
rapid reduction in the size of the empyema 
cavity, not produced exclusively by expansion 
of the lung. It is believed that this is the first 
case to be reported in the literature of the use 
of maggots in chronic recurrent empyema. 
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A CASE OF OSTEITIS TUBERCULOSA 
MULTIPLEX CYSTICA 


By D. R. CutsHoitm, M.D., C.M.(DAL.), 


The Leahi Home, 
Honolulu, T.H. 


Van Alstyne and Gowen’ have reported a case 
of a peculiar condition of bone known as 
‘‘multiple cystic tuberculous osteitis’’. These 
authors have reviewed the literature on the sub- 
ject, and, quoting from Jungling, who was the 
first to study and draw attention to the condi- 
tion, note the following characteristic features of 
the disease. (1) The onset is gradual; pain may 
be present early, but is not severe. (2) There is 
marked _cystie degeneration of the bone which is 
readily demonstrable by roentgenographic ex- 

amination. (3) There is a tendency for the 
small eysts to fuse, forming larger cysts. (4) 
There is a lack of involvement of the periosteum 


and joints. (5) There may be a lupoid involve- 
ment of the skin in the affected area. (6) The 
histological picture shows epithelioid and lymph- 
ocytiec cells, rarely giant cells, no caseation, and 
no tubercle bacilli. (7) Guinea-pig inoculation 
is frequently negative for tuberculosis and, 
when positive, is slow, requiring several months. 
(8) The von Pirquet test is usually negative. 
(9) The course of the disease is usually slow, 
with a definite tendency toward spontaneous im- 
provement and even recovery. 

In addition, the above authors draw atten- 
tion to the frequent association of lupus pernio 
and Boeck’s sareoid with multiple cystic tuber- 
culous osteitis. They also point out that it is 
very rare to find the condition in any other 
except the small long bones of the hands and 
feet. It is to be noted that the term ‘‘cystic’’ 
refers properly only to the type of erosion 
seen in the roentgenogram. The ‘‘cysts’’ are 
filled with tuberculous granulation tissue. _ 

The following case of multiple cystic tuber- 
culous osteitis is being reported, not only 
because of the comparative rarity of the 
disease but because this particular instance 
shows involvement of a joint cavity. So far as 
can be judged from the review of the literature 
by Van Alstyne and Gowen, this is only the 
second such ease to be reported. The diag- 
nosis in this ease was suggested by an article 
on multiple cystic tuberculous osteitis by Sanes 
and Smith.? 


CASE REPORT 


The patient was a Chinese male, an electri- 
cian, aged 35 years. In January, 1930, he 
developed pulmonary tuberculosis. In June of 
the same year he was admitted to Leahi Home 
for treatment. The x-ray showed a moderate- 
ly large cavity of ragged outline in the right 
upper lobe. The sputum was positive for acid- 
fast bacilli. Under artificial pneumothorax the 
cavity ultimately disappeared and the sputum 
became negative. He was discharged, the 
disease apparently arrested, in November, 1932. 

In July, 1932, the patient noted slight aching 
pain in the left great toe in the region of the 
metatarso-phalangeal joint. Examination of 


the toe revealed nothing abnormal, and an 
x-ray of the toe, taken July 13, 1932, was read 
as apparently normal (Fig. 1). At no time was 
the pain serious enough to give rise to much 
discomfort. He left hospital four months after 
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first noting the slight discomfort. At this time 
there was no disability on walking and no 


increase in discomfort. About October, 1933, 
(fifteen months from the onset) he noted a 
slight puffiness and dusky redness over the 
joint above mentioned. The discomfort was 
still very slight. From this time on a gradual- 
ly increasing hypermotility of the joint de- 
veloped. In the early part of February, 1934, 
(nineteen months from the onset) he became 
eoncerned about his condition and consulted 
the medicai staff at Leahi Home. An x-ray 
examination was advised, and the resulting 
plate showed extensive cystic erosion and a 
moth-eaten appearance of the adjacent ends of 
the metatarsal and first phalanx of the left 
ereat toe (Fig. 2). At this time, examination 
revealed the following. The left great toe in 
the region of the metatarso-phalangeal joint 
was of a cyanotic hue and slightly swollen. 
This swelling seemed to be fluctuating but was 
not tense. It gave the distinct impression of 
containing fluid. The affected toe was distinet- 
ly warmer to palpation than the right great toe. 
There was marked hypermotility of the joint, 
and ecrepitus could be elicited by pushing the 
phalanx up against the metatarsal. A remark- 
able feature of the condition was that manipu- 
lation of the joint and rough elicitation of 
crepitus gave rise to practically no pain. There 
was no associated lymphadenitis. The patient 
was quite able to walk on the affected foot with 
little discomfort or disability. He presented no 
physical signs or x-ray'tevidence of activation 
of his healed pulmonary tuberculosis. The 
Wassermann test was negative. The blood 
count showed 7,500 leucocytes per e.mm. with 
a normal differential count. The temperature 
rarely rose to 99 degrees, and the general con- 
dition was excellent. 

A diagnosis of cystic degeneration, etiology 
unknown, was made. The condition of multiple 
cystic tuberculous osteitis was unknown to us. 
Considered in the differential diagnosis were: 
(1) An unusual form of tuberculosis, (2) be- 
nign giant-cell tumour, (38) syphilis, (4) 
leprosy, and (5) atrophic joint. The last three 
of the above conditions were ruled out. The 


x-ray picture did not fit any (at the time) 
known form of tuberculosis, while it did re- 
semble considerably the picture of benign giant- 
cell tumour. 


A tentative diagnosis of the 





latter was made, in spite of the fact that the 
process involved two separate bones. 

On March 10, 1934, Dr. A. L. Craig made a 
lateral incision over the affected joint under 
novoeaine block anzsthesia. There was no free 
escape of pus or hemorrhagic tissue from the 
wound or joint, a fact which made us feel less 
sure of a diagnosis of either tuberculosis or 
giant-cell tumour. With the curette, however, 
a considerable amount of necrotic bone and 
granulation tissue was removed from the articu- 
lar ends of the bones. There was practically no 
bleeding. The wound and joint were packed 
with iodoform gauze, and the incision loosely 
closed with a few stitches. There was no sub- 
sequent discharge from the wound, and the 
packing and stitches were removed in a few 
days. The wound rapidly healed and closed 
completely without any post-operative pain. 

Microscopie sections and acid-fast smears 
were made of the granulomatous tissue re- 





Fic. 
gram of toe, taken July 
13, 1932, when patient 
first noted discomfort. 


1. — Roentgeno- Fig. 2.— Roentgeno- 


gram of toe, taken Feb- 
ruary 21, 1934, nineteen 
months after first com- 
plaint of discomfort. 
moved at operation. No acid-fast organisms 
were found in the smears, but a rare bacillus 
was found in microseopie sections stained for 
acid-fasts. The histological sections showed 
granulation tissue with immature tubercles and 
a few giant cells. A guinea pig inoculated with 
material from the bones died exactly one month 
following inoculation with a small abscess in 
the groin at the site of puncture and slight 


* 
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enlargement of the regional lymph glands. 
The abscess was found to contain cheesy 
material and many acid-fast bacilli. Organisms 
from the guinea pig were planted on culture 
media and a growth of acid-fast bacilli was 
obtained in 24 days. Thus the question of 
etiology was definitely settled, and the condi- 
tion is now regarded as being a case of multiple 
eystic tuberculous osteitis. The x-ray picture 
(Fig. 2) shows an advanced stage of the con- 
dition, the primary individual cysts having run 
together and broken into the joint. If an 
earlier plate had been obtained no doubt several 
small separate cysts would have been visualized. 

The case presented resembles other reported 
cases in the insidious onset, the remarkable 
absence of even moderate pain, the peculiar 
cystic degeneration on x-ray examination, the 
histological picture, the slow course of the 
disease, and the occurrence in the small bones 
of the foot. 
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The case presents the following noteworthy 
features: (1) involvement of a joint; (2) ab- 
sence of lupoid or sareoid changes in the skin; 
(3) the patient had a positive Mantoux reaction, 
as compared with the usually negative von 
Pirquet of previously reported cases; (4) a 
definite history and evidence of previous pul- 
monary tuberculosis; (5) demonstration of 
tubercle bacilli in the tissues; and (6) rapidity 
of death of the guinea pig following inoculation 
(one month as compared with several months in 
other reported cases). 


Treatment.—At the present time the patient 
is wearing a plaster cast which extends from 
just below the knee to the toes. 
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AN ELECTRICAL STETHOSCOPE 


A small device which enables a physician to 
magnify the sound of the human heart 100 
times and to ‘‘tune in’’ on heart’ sounds he 
wishes to hear has been placed in experimental 
use recently, according to an announcement from 
the News Bureau of the Northern Electric 
Company in Montreal. 

The device is an electrical stethoscope 
based on the telephone principle, with a 
heart instead of a voice doing the talking. 
It is so compact that its two vacuum tubes 
are each but the size of a peanut. It was 
originally developed by the Western 
Electric Company for a medical student 
whose poor hearing prevented him from 
using the ordinary stethoscope. Its suc- 
cess in aiding this student aroused interest 
among physicians having the same handi- 
cap and also among those who make ex- 
aminations in noisy places. In addition, it 
was found that the tuning device assists in 
difficult diagnoses by emphasizing faint 
heart sounds which may be especially 
significant. 

The entire stethoscope weighs less than a full 
brief case and is about half the size. A pick-up 
device, which works magnetically like the ear 
piece of a telephone in reverse, is laid against 
the chest and picks up the vibrations of the 
chest wall caused by the action of the heart. 
Most heart tones are relatively low in the scale 





of sound and the pick-up device is designed to 
transmit these low tones most efficiently. These 
sounds are electrically transmitted over a short 
telephone cord to a tiny amplifier weighing 4 
ources, and about one-fourth as large as those 
used in the best radio receiving sets. The 





amplifier contains the two ‘‘peanut’’ tubes, 114 
inches high and 1% inch in diameter, and two 
miniature transformers with cores of permalloy, 
a special metal alloy which produces high 
magnetism from extremely small electrical volt- 


ages. This amplifier multiplies the original 
power 100 times, employing only 4 flashlight 
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cells for the filaments of the two tubes, and 2 
of the smallest size dry batteries for their plates. 
This current is delivered to a telephone receiver 
which, reproduces the heart action in the form 
of greatly magnified sound. <A physician may 
hold the receiver directly to his ear, or he may 
attach to it the tube of his own stethoscope and 
thus listen in the usual manner. 

‘‘Tuning in’’ on certain heart sounds is done 
through an electrical filter. The thumping of 
the heart is its loudest sound and also its 
deepest, the tones lying mostly below 100 cycles 
in the sound scale. The ‘‘blowing’’ and 
‘‘whistling’’ of the heart, which in certain ail- 
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ments may be the more significant, are much 
fainter and are also higher in pitch, being from 
200 to 1200 eycles. By throwing a switch the 
physician causes the filter to cut down on the 
low thumping tones and thus tunes in clearly 
on the heart’s higher notes. 

A single switch turns the stethoscope on and 
off and another controls its volume. By plug- 
ging in extra receivers, as many as three persons 
ean listen at the same time. The portable 
stethoscope is a miniature companion to the 
large hospital type of electrical stethoscope 
which has been in use for some time and through 
which an entire auditorium of medical students 
ean listen simultaneously. 


EBditortal 


A CANCER CAMPAIGN FOR CANADA 


LL classes of the community will be in- 

terested in the suggestion of His Excel- 
lency the Governor-General that Canada 
commemorate the twenty-fifth anniversary 
of the accession to the Throne of His Majesty 
the King by establishing a fund for the 
relief of cancer. His Majesty, with that 
solicitude for the welfare of his people which 
has characterized him throughout his long 
reign has graciously approved of the proposal 
and that the fund be known as the King 
George the Fifth Silver Jubilee Fund for the 
Relief of Cancer in Canada. No more 
worthy memorial of a beloved Sovereign and 
a momentous reign could well be conceived 
of. All will agree that the need is urgent 
and the cause is good. There should be 
little difficulty, therefore, in raising the 
necessary money. But success will depend 
upon more than good will; upon more than 
money. It calls for the stimulation of in- 
terest, careful planning, the cooperation of 
all classes, and vigorous action. 

In any discussion of the cancer problem 
at this date it is impossible to avoid the re- 
statement of platitudes and self-evident 
truths—and yet how necessary are they! If 
any campaign looking to the relief of cancer 
is to be of lasting value it must be based on 
one primary consideration—education—edu- 
cation of the laity and education of the 
medical profession. The facts about cancer 
must be put before the laitv in a simple but 
effective way. People must be told of the 


danger attending the presence of sores that 
will not heal and lumps that will not dis- 
appear; they must be advised as to the 
desirability, indeed, the necessity, of con- 
sulting competent medical authority early in 
such cases; they must be told of the danger 
of trusting to quacks and quack remedies; 
they must be told of the virtues of periodic 
health examinations. The doctors attached 
to large hospitals and clinics no doubt are 
well posted in the early signs and symptoms 
of cancer, but those practising in smaller 
communities, those who see only one or two 
cases of cancer in a year, may need to refresh 
their memories. It is imperative that they 
can recognize the first indications of this 
dread condition and advise appropriate 
treatment without delay. Indeed, more 
than this is required. All medical men 
should endeavour to ensure that the necessary 
treatment is obtained immediately. Both 
medical men and the laity must become more 
‘“‘eancer-conscious’. There is no place here 
for the “pooh-pooh-er’’! 

In the matter of education the doctor can 
do much. If he needs education himself he 
can attend some cancer clinic in a large 
centre. Those with more experience can 
address medical societies and write articles. 
All can stimulate interest among the laity 
by talking to their patients, by addressing 
service clubs, church societies, university 
students, and other groups. In short, the 


medical men can stimulate interest in cancer 
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and the Cancer Campaign in a hundred ways. 
They will, naturally, themselves aid this 
great project by cooperation to the utmost 
of their ability. 

Next in order comes the establishment of 
clinics for the diagnosis and treatment of 
cancer and the institution of centres for 
research. Here it is that team work is 
essential. Physician, surgeon, pathologist, 
radiologist, physicist, and chemist should 
collaborate. 

It is also essential that some uniform 
system for the recording of case histories, 
clinical features, and the results of treatment 
be adopted, so that the statistics obtained 
may be reliable and comparable. 

We, in Canada, have undoubtedly been 
slow in taking up the cancer question as a 
problem demanding concerted action. Yet 
this thought has been simmering in our minds 
for years. It is true that some of our 
Provinces have already established Cancer 
Clinics which are doing excellent work, but 
we have been waiting for the establishment 
of some broad scheme, on cooperative lines. 
At last, this dream bids fair to become a 
reality. 

The Canadian Medical Association has not 
been unmindful of its responsibility in this 
matter and has had the subject of cancer 
control under advisement for some years. The 
stimulus came from the West. In 1930 the 
Saskatchewan Medical Association memorial- 
ized the national body to take up the Cancer 
Problem, and, accordingly, a Study Com- 
mittee on Cancer was formed, under the 
chairmanship of our present President. This 
committee, which represented all parts of 
Canada, went thoroughly into the matter 
and brought in a report which was both 
helpful and inspiring, and cleared the way 
for further effort. When this particular 
committee was discharged a new one was 
formed, under the chairmanship of Dr. 
Alexander Primrose, to bring in a concrete 
proposition. A progress report of this com- 
mittee can be found in this issue of the 
Journal (page 318). It will be seen that a 


Cancer Campaign for Canada is recom- 
mended, and a comprehensive scheme for 
dealing with the cancer problem is outlined. 
The report was adopted and the Association 
now stands committed to the principle of a 
Cancer Campaign for Canada, somewhat on 
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the lines of the British Empire Cancer Cam- 
paign. All that remained was to choose a 
suitable time to launch the effort. The 
psychological moment has now arrived, and 
we, as an Association, rejoice that the ini- 
tiative has come from a source so eminent as 
at once to command the attention of the 
intelligent public and ensure success. As a 
national body, representing organized Medi- 
cine from coast to coast, our Association is 
prepared to take its full share in promoting 
the welfare of the project. The scheme 
starts auspiciously, and already a Board of 
Trustees has been selected, in whom the 
people will have confidence, to administer 
the funds that will be collected. The personnel 
is as follows:—the Chief Justice of Canada, 
the Premier, the Leader of the Opposition, 
the Minister of Pensions and National 
Health, the Chairman of the Canadian 
Medical Association’s Committee for the 
Study of Cancer, the Chairman of the Public 
Health Committee of the Canadian Life 
Insurance Officers’ Association, and the 
Dean of the Faculty of Medicine of the 
University of Montreal. The Deputy Minis- 
ter of Pensions and National Health will act 
as Honorary Secretary. The inclusion on 
this Board of Trustees of the Chairman of the 
Association’s Study Committee on Cancer 
ensures a useful bond of union between the 
lay and medical components of our com- 
munity. We hope it means that our Asso- 
ciation will be recognized as the body com- 
petent to give proper technical assistance. 
The Canadian Medical Association is 
certainly in a position to give helpful leader- 
ship in connection with the purely scientific 
aspects of the Campaign, and, indeed, can 
give valuable aid in other ways, in promoting 
publicity and exciting interest. It is pre- 
pared to pull its full weight in the boat. 
There are several reasons why our Asso- 
ciation is specially qualified to do this service. 
It has the knowledge; it contains in its 
membership those who are recognized au- 
thorities on the subject of cancer; it has 
already outlined a plan of campaign; its 
sphere of influence is the whole of Canada. 
In its Journal, its Health Education Depart- 
ment, its Hospital Service Department, and 
its Post-graduate Courses it has facilities 
which ensure that it can do a magnificent job 
for Canada. We pledge our full cooperation. 
A. G. N. 
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CARCINOGENIC SUBSTANCES 


HE high incidence of epithelioma in 

workers exposed to frequent contact 
with gas-works’ tar, shale oil, and certain 
lubricating oils has long been recognized, 
and when Yamagiwa, in 1915, produced 
similar malignant growths by patient and 
prolonged painting of the ears of rabbits 
with tar, a new line of experimental attack 
on the problems of cancer was opened. 
It was soon shown by Tsutsui that the mouse 
(unlike the rat) was a still more suitable 
object for such investigations. The tar, or 
tar extract, is usually applied with a paint- 
brush, twice a week, to a selected area on 
the dorsal surface; the hair, which at first 
hypertrophies, eventually falls out and does 
not reappear, and at this time (about seven 
weeks) the skin is found to be thickened 
and infiltrated with lymphocytes. After 
some fourteen weeks of treatment, wart-like 
prominences of the squamous epithelium 
(benign papillomata) may be found on the 
smooth hairless surface. If the application 
of tar is stopped, the papillomata may 
gradually disappear, or they may persist un- 
changed, growing very slowly for an in- 
definite period; but eventually, after a very 
variable lapse of time, one or two of them 


Fic. 1 Fic. :2 


will begin to grow rapidly, becoming malig- 
nant and invading the skin and underlying 
tissues, and giving rise to metastases in the 
lymph nodes and elsewhere, causing the 
death of the animal’, possibly a year or more 
after the experiment was begun. 

This extremely slow induction of the 
malignant state is characteristic also of the 
epitheliomata that may be produced acci- 





1. Murray, J. A.: Experimental production of ma- 
lignant tumours. Proc. Roy. Soc. Lond., 1933, B 
113: 268. 


dentally or experimentally by frequent ex- 
posure to x-rays; and also of the gastric 
carcinoma produced in rats, in Fibiger’s 
well-known experiments, by infestation with 
the worm Spiroptera. On the other hand, 
in the case of the fowl tumours of the Rous’ 
sarcoma type, which (unlike mammalian 
tumours, with one rather doubtful excep- 
tion,”) can be transmitted by cell-free fil- 
trates, the situation is very different; the 
injected tumour-filtrate gives rise to an 
active malignant growth as rapidly as a 
transplant of living tumour cells would. 
It is a rather puzzling fact that the tumours 
which can be produced in fowls by the sub- 
cutaneous injection of tar also yield cell-free 
Berkefeld filtrates capable of inducing rapid 
growth of a fibrosarcoma in other fowls.* 

In a brilliant series of investigations, Cook 
and his collaborators* succeeded in isolating 
from the complex mixture of substances in 
gas-works’ pitch the pure substance 1, 2-benz- 
pyrene (Fig. 1), the most potent carcino- 
genic agent yet discovered, and this led them 
to the difficult synthesis of a series of similar 
compounds, some of which like 1, 2, 5, 6-di- 
benzanthracene (Fig. 2) were highly active, 
while others of similar constitution were 


OW 
CH; 


HO 


Fic. 3 


apparently inert. The separation of these 
pure substances made possible new develop- 
ments in experimental pathology, such as 
the production of connective-tissue tumours 
by the injection of the carcinogenic agent, 


2. Rous, P. anp Bearp, J. W.: Carcinomatous changes 
in virus-induced papillomas of the skin of the 
rabbit, Proc. Soc. Exp. Biol. Med., 1935, 32: 578. 

3. McIntosn, J.: On nature of tumours induced in 
ae injections of tar, Brit. J. Exp. Path., 1933, 
14: 


4. Cook, J. W., Hewett, C. L. anp Hiecer, I.: Isola- 
tion of the cancer-producing hydrocarbon’ from 
coal tar, J. Chem. Soc., 1933, p. 395. 
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subcutaneously or intraperitoneally, in rats, 
mice and fowls’. 


Since this line of work is commonly re- 
lated to Virchow’s “chronic irritation” theory 
of the origin of cancer, it may be well to 
point out that the carcinogenic substances 
are not irritants in the ordinary sense, and 
do not provoke inflammatory reactions when 
applied to the skin. Phenol, again, is irri- 
tating but not carcinogenic; and the most 
powerful known irritant, mustard gas, is 
said actually to inhibit the production of tar 
cancers! On the other hand, the complex 
condensed-ring hydrocarbons of the type 
discussed are more reactive chemically than 
the simple aromatic hydrocarbons like ben- 
zene and naphthalene from which they are 
derived; for instance, they readily undergo 
oxidation when exposed to light, and these 
oxidation products are apparently capable 
of altering the enzyme systems of the living 
cell® in a manner which may possibly throw 
some light on the peculiar metabolism of 
tumour tissue, with its relative independence 
of any oxygen supply. Speculation along 
these lines is limited, however, by the fact 
that chemical reactivity and carcinogenic 
potency do not run parallel in the series of 
compounds prepared by Cook and his co- 
workers. 

There is, on the other hand, a still more 
fascinating, and, doubtless, still more dan- 
gerous, line of speculation suggested by the 
identification of the structure of the carcino- 
genic substances. Recent work has re- 
vealed the presence in a surprisingly large 
number of natural substances, of very 
diverse physiological properties, of a system 
of four rings condensed together in a manner 
suggesting the condensed aromatic rings 
of the cancer-producing hydrocarbons. This 
system of four fused rings, with various 
attached side chains, or with alcoholic and 
other groups introduced into the ring system, 
is to be found, for example, in cholesterol 
and other sterols including vitamin D; in 
cholic acid and other bile acids; in the digi- 
talis and strophanthus glucosides, and in the 
related cardiac poisons formed by certain 





5. Burrows, H., Hiecer, I. anp Kennaway, C. L.: 
Experimental production of tumours of connective 
tissue, Am. J. Cancer, 1932, 16: 57. 

6. BoyLanp, E. anp Boyuanp, M. E.: Studies in tissue 

metabolism, Biochem. J., 1934, 28: 244. 


toads; in the testicular hormone (andro- 
sterone), the corpus luteum hormone (pro- 
gestin), and the cestrus-producing ovarian 
follicular hormone (cestrin) produced in large 
quantities by the placenta during pregnancy. 

The system of four rings that occurs in all 
these plant and animal products differs in 
at least one important respect from the 
condensed ring systems of the carcinogenic 
hydrocarbons. In the latter the six-mem- 
bered rings are all of the aromatic or benzene 
type, containing three double bonds in each 
ring; whereas the six-membered rings of the 
natural products listed above do not contain 
more than two double bonds, and indeed are 
for the most part completely saturated. 
This very greatly influences and distinguishes 
the chemical properties of the two groups of 
substances, and little support could be found 
for a suggestion that the animal body could 
convert an almost saturated substance like 
cholesterol into a wholly aromatic phen- 
anthrene derivative with carcinogenic po- 
tentialities. 

An intermediate case is provided, however, 
by the group of substances comprised under 
the name “cestrin’. The two members of 
this group present in the blood and urine in 
pregnancy, oestrone (theelin) and cestriol 
(Fig. 3), possess one aromatic ring; and two 
such rings are found in a related substance 
from the urine of pregnant mares (equi- 
lenine). The cestrin series may thus be 


‘regarded as bridging the gap between the 


saturated and the purely aromatic sub- 
stances, and such a view is justified by the 
discovery’ that the characteristic physio- 
logical response to cestrin (production of 
cestrus in ovariectomized rats and mice) 
can be evoked by the administration in 
rather large doses of a wholly aromatic and 
carcinogenic substance such as 1, 2-benz- 
pyrene, on the one hand, or, on the other 
hand, of a substance such as ergosterol 
without one aromatic ring. A_ suspicion 
that the cestrins may not be altogether 
innocent of carcinogenic properties is there- 
fore not unreasonable. 

Attempts to produce malignant growths 
by external application of cestrin prepara- 





7. Coox, J. W., Dopps, E. C., Hewert, C. L. anp 
Lawson, W.: Cstrogenic activity of some con- 
densed-ring compounds in relation to their other 
ae eee Proc. Roy. Soc. Lond., 1934, 





4 

















Mar. 1935] 


EpITroRIAL COMMENTS 


309 








= 
tions have so far been unsuccessful. The 
fact that cestrin administration may evoke 
‘‘spontaneous’’ mammary carcinoma in male 
mice of a strain in which the females are 
susceptible® does not in itself vouch for a 
direct carcinogenic effect of cestrin. How- 
ever, several workers’’*"' have observed 
metaplasia from columnar to squamous 


8. LacassaGneg, A.: Apparition de cancers de la mamelle 
chez la souris male soumise 4 des injections de 
folliculine, Compt. Rend. Acad. Sci., 1932, 195: 630. 

9. De Jonau, S. E.: Gesthladbidhorsane und Schleim- 
hautabstossung im méannlichen Genitalapparat, 
Acta Brevia Neerl., 1933, 3: 112. 

10. LACASSAGNE, A.: Métaplasie épidermoide de la 
prostate provoquée chez la souris par des injec- 
tions répetées de fortes doses de folliculine, 
Compt. Rend. Soc. Biol., 1933, 112: 590. 

11. Burrows, H. anp Kennaway, C. L.: On some 
effects produced by applying cstrin to skin of 
mice, Am. J. Cancer, 1934, 20: 48. 


stratified epithelium in the seminal vesicles 
of male mice and rats treated with cestrin; 
and a similar metaplasia of the uterine 
epithelium has recently been produced in 
ovariectomized rats by prolonged treatment 
with cestrin intra-peritoneally, or, more 
rapidly, by introducing solutions of cestrone 
in corn oil directly into the lumen of the 
uterus”. That this hormone has some degree 
of direct carcinogenic action under suitable 
conditions is therefore extremely probable, 
but it would at present be rash to conclude 
that this action has ever been effectively 
exerted, except in the experiments described. 

Davip LANDSBOROUGH THOMSON. 


12. Seiye, H., THomson, D. L. anp Couuip, J. B.: Meta- 
plasia of uterine epithelium produced by chronic 
cestrin administration, Nature, 1935, 135: 65. 


LCditorial Comments 


Drainage in Acute Appendicitis 

Dr. Cayford’s paper, appearing in this num- 
ber (p. 259), upon a review of the cases of acute 
appendicitis admitted to the wards of the 
Montreal General Hospital in the three years 
1931 to 1933 is a praiseworthy contribution to 
a subject which is of perennial interest and has 
called forth a specially large volume of litera- 
ture in the last decade. Unfortunately, a good 
deal of confusion still persists, particularly in 
respect of the results as to mortality. It seems 
to be a fact that the general mortality following 
the operation for appendicitis has definitely in- 
creased during the last 10 or 15 years, and it is 
a widely-held opinion that this increase is in 
great part due to the rise of the rural or small 
town hospital and the general assumption on 
the part of insufficiently trained doctors that the 
appendicitis operation is an easy one, which very 
frequently it is not. But even among trained 
surgeons there is still much diversity of opinion 
concerning the relative merits of the types of 
operation, treatment of the appendix abscess, 
the appropriate time for intervention in the 
acute case, and the use of drains, besides many 
other points. Dr. Cayford’s article contributes 
something definite to these problems, as repre- 
senting the general surgical opinion of a large 
university hospital. But even so one cannot help 
regretting that an article involving so much time 
and labour should still leave the average surgeon 
in some doubt concerning moot questions. 

Practically all articles based on a large series 
of eases suffer from one great disability, that 
of classification, because those who write are not 
as yet agreed upon a universal classification. 


Acute appendicitis, as interpreted by Dr. Cay- 
ford, includes such widely different pathological 
conditions as the sub-acute catarrhal form (of 
the old clinical manifestation), diagnosed only 
by a trifling congestion and by the microscopical 
report and, at the other extreme, a perforative 
gangrenous appendicitis with general peritonitis. 
It is true that his division into three groups is 
distinetly valuable, but group B and group U 
overlap, one should imagine, a great deal, and 
one misses any separate group for perforation 
with generalized peritonitis. 

Perhaps the most valuable part of Dr. Cay- 
ford’s paper lies in the demonstration that 
drainage can much more often be omitted than 
is generally thought. And yet here, too, the 
experienced surgeon fears to proclaim overmuch 
the advantages of omitting drainage. In the 
writer’s opinion drainage should be employed 
whenever the pathological condition present in- 
dicates that a necrotic slough will remain behind, 
and such drainage should be kept up until 
nature has extruded as pus such slough, until 
ultimately disintegrated. As Dr. Cayford says, 
each case is a special problem and there can be 
no specialization of procedure. Nevertheless, 
articles of this nature are of definite value in 
that they contribute to building a foundation 
of general principles upon which action in any 
one case ean better be determined. One must, 
in conclusion, congratulate the surgical depart- 
ment of the Montreal General Hospital upon 
being able to present such excellent figures in 
regard to the period of disability and the mor- 
tality rate, both of which are unusually low. 

E.W.A. 
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Strychnine Poisoning in Children 


The article by Drs. Ross and Brown in this issue 
of the Journal, reporting cases of strychnine 
poisoning in children, chiefly due to A.B.S. and 
C. tablets, calls attention to one of the defects in 
our legislation in regard to poisons. The list of 
substances defined as poisons differs in each 
Province, and no list is the same as that of the 
schedule of the Patent or Proprietary Medicines 
Act of the Dominion. A brand of A.B.S. and C. 
tablets containing two poisons (strychnine and 
atropine), both of which are on the schedule of 
this Dominion Act, has been licensed under the 
Patent or Proprietary Medicine Act. This makes 
possible their sale by any grocer or other vendor 
who knows nothing of poisons. The Canadian 
Pharmaceutical Association has protested in the 
interest of the public health, with no effect. If 
such dangerous remedies are to be licensed, surely 
the further suggestion made by this Association 
and supported by the Canadian Medical Associa- 
tion is wise. Thissuggestion was that any licensed 
remedy which contained a scheduled drug should 
be marked ‘‘Poison’’. A milder caution, such 
as ‘‘dangerous to children’’ is not enough. The 
warning must be emphatic. Such remedies as 
A.B.S. and C. tablets should only be sold on a 
physician’s order. Our profession is in part to 
blame for their present mode of sale. We have 
considered them, like many other things, such 
as cinchopen and amidopyrine, harmless, and 
with less justification than in the case of these 
two. Home medication for the occasionally con- 
stipated can be met by salts. The habitually 
constipated requires medical study directed to 
his permanent relief. He has too frequently 
failed to get it and has become the easy victim 
of the drug vendor. 





Lewis Stephen Pilcher 


Dr. Lewis Stephen Pilcher, scholar and editor 
for half a century of the oldest surgical journal 
in the United States, the Annals of Surgery, 
died on December 24, 1934, aged eighty-nine. 
Country school teacher, country practitioner, 
naval surgeon, student of tropical disease, 
anatomist, professor of surgery, editor, biblio- 
phile, patriot—these nouns indicate a few of 
his many interests and activities over a long 
and intensely useful life. 

Lewis Stephen Pilcher entered the University 
of Michigan at the age of thirteen, and took his 
bachelor’s degree at seventeen, the youngest 
matriculant and the youngest graduate of that 
great institution. His master’s degree was 
added within a year, and in that same year he 
entered upon medical study. This was in 1863 
when the Civil War was raging. The next year 
found him with enough medical knowledge to 
volunteer as a hospital steward and throw him- 
self into the thick of service among the sick 





and wounded. Then back to the University of 
Michigan and the doctor’s degree in 1866. 
Many years later, 1900, this institution con- 
ferred upon him the honorary degree of 
Doctor of Laws. Practice began in a rural 
district of Michigan at the age of twenty; at 
the same time, to guarantee a livelihood, teach- 
ing in the little schoolhouse by the blacksmith 
shop. He rode his horse across the countryside 
to the eall of the sick, followed the current 
literature of medicine, and for diversion read 
the classics in their original Greek and Latin. 


The next move was to an internship in a 
Detroit hospital. Then came a post-graduate 
course in the hospitals of New York City, and 
then his successful examination and appoint- 
ment as Assistant Surgeon in the United States 
Navy, in 1867. His marriage, retirement from 
the navy, and entrance into private practice, in 
1872, all spelled romance and adventure. Then 
came the years of practice. But Pilcher 
wanted something more. He organized a dis- 
secting room in his house. This expanded into 
an adjacent building. A museum and library 
erew up in connection with it. He dissected 
also at the Long Island College, and became 
Adjunct Professor of Anatomy, in 1879, and 
Surgeon to the Dispensary. In 1885 he was 
appointed Professor of Surgery at the New 
York Post-Graduate Medical School. 

In 1884 he became editor of the Annals of 
Surgery, a position which he oceupied to the 
time of his death. This publication, beginning 
in 1884, was acquired in 1897 by the J. B. Lippin- 


-ecott Company. The editorial policy and censor- 


ship of advertising have never been relinquished 
by the editor. If we add to the fifty years of 
the Annals of Surgery, the seven years of the 
Annals of Anatomy and Surgery, and its pre- 
decessor which he inspired and dominated, this 
period of medical editorship establishes him as 
the dean of medical editors in the United 
States, if not in the world. 

The Annals of Surgery will be continued 
under an able Editorial Board, of which Dr. 
James Taft Pilcher is Managing Editor. 

A.G.N. 





The Meeting of the British Medical Association 
in Melbourne 


As already noted in these columns, the 
British Medical Association will hold its 103rd 
Annual Meeting in the City of Melbourne, 
Australia. Only three times has the Associa- 
tion met outside of England, and on each 
oceasion in Canada —in 1897 in Montreal, in 
1906 in Toronto, and in 1930 in Winnipeg. The 
president for the Melbourne Meeting is Sir 
Richard Stawell, Consulting Physician to the 
Melbourne Hospital. 
lith, 12th, and 13th. Members travelling to 
Australia through Canada will sail for Mont- 


The date is September: 
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real from Liverpool on July 26th or from 
Glasgow on July 27th. Those going via the 
United States will sail for New York from 
Southampton on July 27th. It is intended that 


the two parties will join forces at San Fran- - 


cisco for the last leg of the course to Australia, 
Details of the itineraries will be:published in 
this Journal later. It is confidently expected 
that our Association will be officially repre- 
sented at the gathering, and it is hoped that 


many of our members will seize this oppor- 
tunity to secure a delightful trip and a great 
scientific experience under particularly favour- 
able cireumstanees. The itineraries planned are 
of exceptional interest and a warm welcome is 
promised by our Australian brethren. While 
the distance is great the reward is also great. 

The Honorary Local Secretary for the Meet- 
ing is Dr. J. P. Major, Medical Society Hall, 
East Melbourne, Victoria, Australia. A.G.N. 


Medical Economics 


A PROPOSED SCHEME OF HEALTH 
INSURANCE FOR MANITOBA* 


By J. C. McMituan, M.D., F.R.C.P. 


As a medical organization, as physicians, 
licensed and registered to practise in the Prov- 
ince of Manitoba, what is our main objective? 
Is it not to provide a complete and efficient 
medical service for the people of this province? 

‘*Service to the public’’ has always been the 
motto of the medical profession. 

Unfortunately, in order to discharge our 
obligations as private citizens we must have 
reasonable compensation for our services. Under 
the present system that compensation is received 
from our patients who are able to pay and ac- 
cording to their ability to pay. 

Every doctor’s practice is made up of two 
classes. Those who can pay for services rendered 
and those who cannot. So long as the first class 
is sufficiently numerous and the second class not 
too numerous, we are able to function and give 
an adequate service to all. Should the first class 
decrease and the second class increase, there will 
come a time when the system breaks down. We 
might well ask ourselves the question: ‘‘ Are we 
not now approaching or have we not even 
reached the breaking point?’’ 

It is granted that many of the economic diffi- 
culties which are being experienced hy the mem- 
bers of our profession are merely those shared 
by every other person in the community. On 
the other hand, I believe that the present de- 
pression has served to reveal many inherent 
weaknesses in our present system of supplying 
medical services. Many of those who have made 
a serious study of these problems have con- 
cluded that. our present system is so defective 
that some new method of supplying medical 
services must be evolved to satisfy the demands 
of the public. 





* Presidential Address, Manitoba Medical Associa- 


tion Annual Meeting, Winnipeg, Manitoba, September 
10, 11, 12, 1934. 


In the past, when any change was proposed 
or even mentioned we have thrown up our hands 
in holy horror and shouted ‘‘State Medicine’’. 


‘So we have been inactive. While it is true that 


during the past few years we have thought a 
lot and talked a lot about these problems, and 
have even gathered some fairly accurate statis- 
ties, the fact remains that as an organized medi- 
cal body we have done practically nothing. 

But while we have been inactive, the public 
have not. They have not only been thinking, 
but have been acting. And what has hap- 
pened? Our governments have been forced to 
assume more and more financial responsibility 
for the medical care of our people. At the 
present time our governing bodies are directly 
responsible for the medical care of about 
150,000 people in this province. That is, one- 
fifth of our population. But the most important 
development, so far as we are concerned, is the 
municipal doctor. While in Manitoba we have 
only 5 of these, in Saskatchewan I am informed 
there are 107. That is to say, over one-third 
of the rural parts of Saskatchewan have actually 
adopted the worst type of state medicine. All 
this has happened while we have stood by 
and insisted we must not have state medicine. 
In my judgment, the time has come, gentle- 
men, when we must decide if it is safe for us 
to continue our policy of watchful waiting and 
run the risk of having some new system forced 
upon us by outside agencies, or are we going 
to attempt to work out some new plan of our 
own for rendering medical services to the public. 

In England and other European countries, 
plans of health insurance have been in opera- 
tion for many years. In many eases these plans 
were thrust upon an unprepared medical pro- 
fession by politicians and had many defects. 
But these defects have been gradually eradi- 
cated, until at the present time the main 
criticism by the medical profession is that they 
are not sufficiently comprehensive. That is, 
they provide only a limited medical service fo 
certain classes of the people. 

In Canada much has been written on the sub- 
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ject, but no plan has actually been set up* or 
tried out, so we have nothing really to go by, 
and any plan that may be adopted will have to 
fulfil the needs of the particular province in- 
volved and the details worked out from inform- 
ation and data available. In this connection I 
would like to quote from a recent article by H. 
H. Wolfenden, entitled ‘‘Insuranee and Public 
Health’’, in which he says: ‘‘ Insufficient allow- 
ance is often made for the fact—so well known 
to actuaries—that it is almost entirely useless 
to rely on estimates from European data, or 
statistics of Workmen’s Compensation Boards, 
or mere ‘sickness surveys’, without very care- 
ful actuarial adjustments for the special and 
often wholly different characteristics of the 
portion of the Canadian population for which 
the ‘estimates are required. Moreover, it is 
dangerous to ignore the effects of the gradual 
aging of our population, for, especially in the 
West, our age distribution is still that of a 
young community which in future years will 
mature with a consequent large increase in 
total costs for incapacity and illness.”’ 

But, notwithstanding our lack of knowledge 
and experience of this subject, I believe that 
we are capable of setting up some plan of 
health or sickness insurance that would pro- 
vide an efficient medical and hospital service 
for all the people of this province. 

In my opinion, any plan to be successful 
should embody the following principles: 

1. Free choice of doctor by the patient. 

2. Payment to doctors for services ren- 
dered. 

3. It must include a complete medical and 
hospital service. | 

4. It must include every person in the 
province. 

5. The relation between the different 
branches of the profession must not be 
disturbed. 

6. The administration of the plan must be 
under a Board or Commission, non- 
political, but must have a governmental 
connection through. the Department of 
Public Health. 

The medical profession must have the 
major part in the management. 

8. It must be a compulsory contributory 
plan of taxation on a true insurance 
basis. 

9. Medical and hospital service to be sup- 
plied only within the province. 

10. Provisions must be made for our Medi- 

eal School. 
_I consider a medical school an important 
means of maintaining a high type of medical 


~I 


* No doubt when this address was delivered the 
President of the Manitoba Medical Association had not 
seen the Report of our Committee on Medical Economics 
which appeared in the Supplement to the September 
issue of the Journal.—Eb. 





service. A medical service must be the same 
for the poor as for the rich. An ulcer in a poor 
man’s stomach takes just as much care in 
diagnosis and requires exactly the same treat- 
ment as if it were in the stomach of a rich 
man. But this does not hold for hospital ac- 
commodation. The plan that I have in mind 
would provide an etficient hospital service, 
probably as we know the present public ward 
service. Lf better accommodation than this is 
desired, the limit will be the patient’s ability 
to pay for extras. 

' While insuthcient data in Manitoba are avail- 
able, yet certain figures can be obtained from 
the Department of tlealth and Public Welfare 
with regard to tne cost of hospitalization. For 
the year 1933 we find that the average per 
capita cost for operating our hospitais was 
$3.00. We have also some information as to the 
cost of supplying medical care apart from hos- 
pitalization, through the Unemployment Relief 
Commission. We find that the average per 
capita cost per year for the type of medical 
service that is being rendered to the unemployed 
in Greater Winnipeg is $2.25. Of course, this 
is only a partial medical service, and is being 
given at cost or below cost, so that a complete 
medical service at a reasonable schedule of fees 
would be much more. 

We are going to suggest for the purpose of 
this paper, the figure of $6.00 per person per 
year for the whole population of the province, 
for supplying a complete medical service. That 
is, a total of $9.00 per person per year for a 
complete medical and hospital service. If we 
take the population of Manitoba as 700,000, this 
would mean a grand total of $6,300,000. But 
there are a number of people in our province 
who are at present wards of governments, and 
who probably always will remain as such, so we 
think an even $6,000,000 would finance the pro- 
posed scheme. 

The people of Manitoba can be divided into 
two main groups for taxation purposes. The 
first group are those who make their living off ~ 
the land, that is bona fide farmers and their 
dependents, comprising some 250,000 people. 
The remainder are subject to the present 2 per 
cent wage tax. 

Now, how are we going to obtain the $6,000,000 
required? We know that at present there are 
certain sums contributed by the State, mainly 
for hospitalization purposes, and these funds 
could be allowed for the scheme. As near as we 
can estimate, the cost to the City of Winnipeg 
for this purpose is at least $500,000 per year. 
The cost to the other municipalities of the 
province is at least $300,000 per year. The cost 
to the Provincial Government is at least $400,- 
000 per year. And the Workmen’s Compensa- 
tion Board, which obtains funds from industry, 
paid out last year for medical care and _ hos- 
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pitalization at least $130,000. In a normal year 
I should judge this would be at least $150,000. 
This makes a total of $1,350,000, leaving a 
balanee of $4,650,000 to be raised from the 
people. 

If the proceeds from the present wage tax 
could be set aside for this purpose and increased 
to 3 per cent instead of 2, it would bring ap- 
proximately $3,000,000, leaving a balance of 
$1,650,000 to be raised from the farming com- 
munity. It has been suggested that two methods 
may be employed for raising this amount. First, 
a definite mill rate on equalized assessment on 
the farming property of the province, or, sec- 
ondly, a definite amount per acre to be collected 
through the ordinary taxes. The first method, 
I think, is preferable. A rate of six mills on 
equalized assessment on all farming lands would 
realize the sum of approximately $2,000,000. In 
those municipalities which are at present employ- 
ing a municipal doctor the assessment is about 
two mills. For this the people are receiving 
only a partial medical service, and no hospitali- 
zation. 


Now, to sum up our figures, we have already 
$1,350,000 that is already been paid for medical 
eare and hospitalization by the different govern- 
ing bodies and other organizations. A 3 per 
cent wage tax would give us approximately 
$3,000,000, and a 6 mill assessment on farm 
lands would give us another $2,000,000, making 
in all $6,350,000, for administration costs and a 
sinking fund. 

The administration of any such plan should 
not be complicated, and the medical profession 
should have a strong representation on any 
Board or Commission. One might think that 
there would be great opportunity for abuses, 
both by the medical men and the people, but on 
the whole I believe that people, including the 
medical profession, are essentially honest. This 
has been borne out in the operation of the 
medical relief scheme now in’ force in Greater 
Winnipeg, and I am sure that you will all agree 
with me that our Compensation Board is operat- 
ing efficiently and so far as we are concerned 
is giving complete satisfaction. 

The many advantages of such a scheme 


ARGYRZMIA.—Blumberg and Carey describe a case 
of argyremia, in which despite the peculiar pallor, there 
was no obvious brown, blue, gray or black pigmentation 
other than gingival lines and non-specific dental dis- 
coloration. The patient was not exposed to strong light 
during the period of silver treatment. The spectrograph 
demonstrated marked argyremia, or high blood silver, 
which resulted from the oral administration of silver 
nitrate for gastro-intestinal symptoms. The blood silver 
was estimated spectrographically to be 0.05 mg. per 
hundred cubie centimetres; in normal blood, silver ap- 
pears as a faint trace, or is absent, i.e., to an amount 
less than 0.0005 mg. per hundred cubic centimetres. The 
persistence of the high blood silver for more than three 
months after exposure indicated a heavy deposition of 
silver in the tissues. Abnormally high silver was also 








should be apparent to all. In the first place, 
probably the greatest advantage would be that 
those requiring medical care and hospitalization 
would be sure to get it, and the people would 
pay for this service while they were well and 
able to work, and a severe illness would not be 
the financial catastrophe that it is at the 
present time. In the second place, all our 
governing bodies would be relieved of the 
enormous expense for medical care of indigent 
persons. I also believe that the actual cost for 
hospitalization could be greatly reduced from 
what it is at the present time. Also, the 
centralization of administration would greatly 
reduce administrative costs. The hospitals 
would be in a much better position because they 
would be paid for all accommodation supplied. 
This scheme does not make provision for capital 
outlay to hospitals, but we think that this might 
be taken care of by extra payment received for 
accommodation over and above that which 
would be allotted under this scheme. Lastly, 
the benefit to the medical profession needs little 
comment, but two points might be mentioned. 
The physician would be relieved of the necessity 
of making any financial arrangement with his 
patient, which is so often irritating and un- 
satisfactory, and he would have the free use of 
his fellow practitioners in a consulting capa- 
city, and be able to give a much more satis- 
factory medical service than he does at present. 

Some of you may think that the figures 
quoted are too low to provide a complete medi- 
cal and hospital service, but we have used them 
as a means of setting up the financial framework 
of a scheme that might be feasible. At this point 
I would like to suggest to the incoming Executive 
that this problem be turned over to the Com- 
mittee on Sociology for their intensive study 
during the coming year. 

We have assumed in the foregoing to suggest 
the framework of a scheme for the supplying of 
a medical and hospital service, that I feel would 
meet the needs of all the people of Manitoba. 

In conclusion, I wish to thank the members 
of the Committee on Sociology and the Depart- 
ment of Health and Public Welfare for the 
assistance they have given me in preparing this 
address. 


detected in the urine, feces, cerebrospinal fluid, skin, 
dental tartar and probably saliva. The presence of the 
metal in the urine and feces demonstrated that silver was 
being partially eliminated from the body. Only faint 
traces of silver were present in the blood and urine in 
definitely pigmented cases of argyria ten years or more 
after exposure; this showed the eventual departure of 
appreciable silver from the circulation. The spectro- 
graphic determination of silver in the blood, skin, and 
other parts of the body is an aid in diagnosing obscure 
argyria and in differentiating it from lead or bismuth 
intoxication. The authors suggest the spectrographic 


determination of blood silver as a method of guarding 
against argyria. in silver therapy and sound a warning 
note on the danger of internal silver therapy.—J. Am. 
M. Ass., 1934, 103: 1521. 
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Men and Books 


SATIRA MEDICA 
(Continued) 


By E. P. Scaruett, M.B., F.R.C.P.(C.), 
Calgary 
THE EIGHTEENTH CENTURY 


The mood of eighteenth century satire is the 
acceptance of the tolerability of life. Voltaire, 
the voice of the age, in ‘‘ Vision de Babouc’’ 
relates that Iturial, the guardian genius of the 
earth, having received Baboue’s report concern- 
ing affairs in the world, ‘‘resolved to allow the 
world to go its way, for,’’ said he, ‘‘if all is 
not well, it is all tolerable.’’ There was still a 
good deal of controversy among medical men, 
but the issues were largely artificial. Quackery 
continued to flourish; indeed the century 1s 
probably the age par excellence of medical hum- 
bugs. But the ordinary physician of the day 
had become fashionable and strove for and aped 
social eminence. More often than not this 
cultivation of the social graces interfered with 
practice, and, as one sly critic writes, ‘‘The 
apparent inattention with which practitioners 
exercise their calling is sometimes of incalcul- 
able value to the patient. Nature frequently 
takes advantage of their negligence to exert all 
her own efforts in effecting a cure.’’ In Hogarth 
and his literary friends of the period there are 
rather malicious pictures of the fashionable 
physician—his costume, sword, ample and in- 
dispensable wig, his urbanity, erudition, and his 
chariot. Fielding in 1732 writes— ‘‘ A physician 
ean no more prescribe without a full wig than 
without a fee’’. It was against medical gentle- 
men of these tendencies that the downright John 
Hunter waged open war. 

The rough wit of Smollett satirized the ignor- 
ance and the coarseness of the physician, his 
aping of fine dress and manners, and the time- 
honoured tricks to attract practice of riding 
about town and being called out of church. 
The novels of Smollett, who practised as a 
physician none too successfully, may be regarded 
as the forerunners of the medico-literary novels 
of our own day. In ‘‘Tristram Shandy’’ Sterne 
shrewdly draws the family doctor of the period 
in the person of the immortal Dr. Slop, ‘‘the 
scientific operator’’, large-bellied and squat of 
figure, who delivers Mrs. Shandy and brings 
Tristram into the world after much excitement. 

The great medical event of the century was 
the introduction of the practice of vaccination 
for smallpox. Jenner published his paper in 


1798 and it provoked a flood of caricature and 
satire. Most of the caricatures presented indi- 
viduals sprouting horns and showing bovine 
characteristics following vaccination. 

A Canadian criticism of the practice of in- 
oculation for smallpox, which was in vogue be- 
fore Jenner’s discovery, appeared in 1765 in the 
Quebec Gazette, written in French by a wag of 
the time, and is illustrative of the reaction, 
probably not without some justification, of a 
considerable number of the population to the 
new method of inoculation. 


‘‘La Gazette de Québec, Thurs., July 11, 1765. 
Letter written this year from the other world by a 
citizen of this town, who died as a result of inoculation, 
to Messrs. the Printers of Quebee in Canada. 


Gentlemen, 


Charon’s boat being ready to leave for the other 
world, I was informed too late to have the time before 
my precipitated departure to make you the recital of a 
peculiar adventure which happened to me in your country 
during my unfortunate sojourn there, in order to give 
proper notice of same to the public.” I loved desperately 
an amiable young lady who returned my love; as we 
were on the point of being united together by conjugal 
ties, she wished in spite of my loving objections to be 
inoculated; wishing to follow the same lot as she, I 
had someone do the same thing to me. The most beauti- 
ful hopes were favouring us at the beginning; but all 
of a sudden through misfortune and events which men 
cannot foresee, the Fates cut the thread of our days, and 
the tomb terminated our love. Having arrived at the 
same time at the Elysian Fields we tasted perfect happi- 
ness; but as the Faculty of Medicine were holding pre- 
nuptial celebrations which were presided over by the 
famous Doctors Hippocrates and A¢sculapius, assisted by 
other modern doctors, such as Silva and Dumoulin, 
having learned the object of our sojourn, invited us to 
assist at their learned discourses, in order to prove that 
the new method of the physicians and surgeons of your 
country of treating the small-pox patients, and of making 
inoculation or insertion of small-pox to others who have 
not got it, is contrary to the ancient laws of the Faculty 
of Medicine; that they should before doing such opera- 
tion, and before giving any remedies, know perfectly the 
temperaments, the quality of the blood and of the 
humours of the different persons, and adopt the most 
favourable time for making the insertion. That is the 
reason the Elysian Fields are filled with inoculated small- 
pox victims; and never before so many as during the 
past year. This is why I thought it proper to profit by 
the occasion of this Celestial Messenger to inform you 
of the above, in order that in the future wise measures 
should be taken concerning this subject, always having 
at heart the interest of my co-citizens and most particu- 
larly others of -your town. 

I remain, Gentlemen, 
The most humble soul, 


‘The Inoculated’. 
‘* At the Elysian Fields, 


July 1st, 1765.’? 


Medicine is the subject of rough comedy in a 
play ‘‘The Devil upon Two Sticks’’ which ap- 
peared in 1768. The author, Samuel Foote, him- 
self took the part of the Devil, alias Dr. Hercules 
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Hellebore, President of the College, who con- 
ducts an examination for License, approves the 
radical cure for toothache, extraction, a vomit 
and purge for pain in the bowels, and_extirpa- 
tion for corns. The license grants to the licenti- 
ate ‘‘full power, permission and license to pill, 
bolus, lotion, potion, draught, dose, drench, 
purge, bleed, blister, clister, cup, Ssearify, 
syringe, salivate, couch, flux, sweat, diet, dilute, 
tap, plaister and poultice all persons, in all dis- 
eases, of all ages, conditions, and sexes,’’ and 
contains a charge to ‘‘all mayor’, justices, alder- 
men, sheriffs, bailiffs, head boroughs, constables, 
and coroners not to molest or interfere with the 
said doctor if any person whom he shall so pill, 
bolus, lotion, potion, draught, dose, drench, 
purge, bleed, blister, clister, cup, scarify, 
syringe, salivate, couch, flux, sweat, diet, dilute, 
tap, plaister and poultice should happen to die, 
but to deem that the said party died a natural 
death, anything to the contrary nothwithstand- 
ing’’. His lecture is interrupted by the entry 
of Mr. Forceps from the hospital, wanting to 
know what the president wanted to have done 
to the patients there. He, learning that the pre- 
vious day the attendants had ‘‘bled the west 
ward and jalloped the north’’, said, ‘‘Did ye? 
Why, then, bleed the north ward and jallop the 
west today.’’ 

Some other satirical barbs of this century are 
the following: 


‘¢The doctors, tender of their Fame, 
Wisely on me lay all the blame.’’ 
—Dean Swift. 


‘¢Physicians think they do a lot for a patient when 
they give his disease a name.’’—Kant. 


‘Who are the greatest deceivers? The doctors. 
And the greatest fools? The patients.’’—Voltaire. 
THE NINETEENTH CENTURY 


The steady progress of scientific medicine 
which was in full flood by the middle of the 


nineteenth century, together with the far-reach- 


ing social and industrial movements of the age, 
changed the whole world of medicine and created 
a type of physician who had little in common 
with his brother of the eighteenth century. 
Through a dissolving mist of frock coats, white 
spats, atrocious Latin, and studied benevolence, 
the new practitioner gradually appeared whose 
mind and person bore the stamp of modern 
science. At the same time medical satire under- 
went a profound change. During the early 
years of the century the old satire prevailed— 
ridieule of the foibles of the ignorant or the 
fashionable practitioner. About 1870 in art 
and literature the doctor became a sentimental 
figure — Fildes’s picture ‘‘The Doctor’’ and 
Maclaren’s book ‘‘The Bonnie Brier Bush’’ are 
typical of the time. For the first time in history 





public opinion became respectful and even 
sympathetic toward the medical practitioner. 
What satire was written became increasingly 
impersonal, concerned not so much with the in- 
firmities of the individual as with the limita- 
tions of the craft as a whole. Unquestionably, 
the best picture of the early Victorian physician 
is to be found in the pages of George Eliot’s 
‘*Middlemarch’’, in the person of Philip Lyd- 
gate. The attitude of the gentry, so-called, 
toward the doctor is expressed in the words of 
Lady Chettam, in discussing Lydgate’s superior 
family connections— ‘‘One does not expect it 
in a practitioner of that kind. For my own 
part, I like a medical man more on a footing 
with my servants; they are often all the cleverer. 
I assure you I found poor Hick’s judgment un- 
failing; I never knew him wrong. He was 
coarse and butcherlike, but he knew my consti- 
tution.’’ The medical setting in a small hamlet 
is superbly satirized by George Eliot in ‘‘Scenes 
of Clerical Life’’ in deseribing the two local 
medical men, Mr. Pilgrim and Mr. Pratt. 


‘‘Mr. Pratt elegantly referred all diseases to de- 
bility, and, with a proper contempt for symptomatic 
treatment, went to the root of the matter with port-wine 
and bark; Pilgrim was persuaded that the evil principle 
in the human system was plethora, and he made war 
against it with cupping, blistering and cathartics. They 
had both been long established in Milby, and as each had 
a sufficient practice, there was no very malignant rivalry 
between them; on the contrary, they had that sort of 
friendly contempt for each other which is always con- 
ducive to a good understanding between professional 
men; and when any new surgeon attempted, in an ill 
advised hour, to settle himself in the town, it was 
strikingly demonstrated how slight and trivial are 
theoretic differences compared with the broad basis of 
common human feeling. There was the most perfect 
unanimity between Pratt and Pilgrim in the determina- 
tion to drive away the obnoxious and too probably 
unqualified intruder as soon as possible. Whether the 
first wonderful cure he effected was on a patient of 
Pratt’s or of Pilgrim’s, one was as ready as the other to 
pull the interloper by the nose, and both alike directed 
their remarkable powers of conversation towards making 
the town too hot for him. But by their respective 
patients these two distinguished men were pitted against 
each other with great virulence. Mrs. Lowme could not 
conceal her amazement that Mrs. Phipps should trust 
her life in the hands of Pratt, who let her feed herself 
up to that degree, it was really shocking to hear how 
short her breath was; and Mrs. Phipps had no patience 
with Mrs. Lowme, living, as she did, on tea and broth, 
and looking as yellow as any crow-flower, and yet letting 
Pilgrim bleed and blister her and give her lowering 
medicine till her clothes hung on her like a scarecrow’s. 
On the whole, perhaps, Mr. Pilgrim’s reputation was at 
the higher pitch, and when any lady under Mr. Pratt’s 
care was doing ill, she was half disposed to think that a 
little more ‘active treatment’ might suit her better. But 
without very definite provocation no one would take so 
serious a step as to part with the family doctor, for in 
those remote days, there were few varieties of human 
hatred more formidable than the medical.’’ 


The new note of intelligent criticism begins to 
modify the strictures of satire in such verses as 
the following: 
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‘Says Nature to Physic, what pity that we, 
Who ought to be friends, should so seldom agree. 
With medical legions my humours they chase, 
Till pallid resentment appears in my face; 
Aperients, astringents, narcotics combine 
To thwart and oppose me in’every design; 
And by vollies of pills discharg’d at my head, 
My strength is exhausted, my energy dead. 
But Physic should know that I am not to be taught 
By severe flagellation to do what I ought; 
That my faults may be mended by gentle correction 
To which science and talents must give the direction.’’ 


—Nature and Physic—Professional 
Anecdotes, 1825. 


The increasing tolerance and humour of the 
satire is apparent in two doggerel rhymes ac- 
companying caricature plates of 1825 and 1827. 


‘*Those worthy Esculapian danglers 
Men’s constitutions’ dear entanglers; 
Whose bushy wigs do first sustain 
Great practice, backed by aug’ral cane. 
With waste of purse, you may ensure 
For galloping consumption — cure; 

By feeling pulse, they will explain 
The source of pulmonary pain; 

And while right hand embraces wrist, 
Behind back glides the other fist; 
Ready to grasp those dear definers 

Of Wisdom — pretty yellow shiners: 


Our modern men of this same calling 
Lay consciences beneath tarpauling ; 
For with all ills they do their best, 
And if they do wrong, soul’s at rest. 
So whether men live or die, 

In each case there’s equality, 

Gaining one way health’s restoration, 
By t’other, soul’s emancipation — !’’ 


The other rhyme: 


‘¢Death saw a patient who pulled out his purse, 
And a doctor who took the sum. 
But he let them be, for he knew the ‘Fee’ 
Was a prelude to ‘Faw’ and ‘Fum’.’’ 


The poets of the century have very little to 
say about the physicians. Matthew Arnold goes 
to the heart of one situation in medical practice 
in this stanza— 

‘*Nor bring to see me cease to live 
Some doctor full of phrase and fame, 


To shake his sapient head and give 
The ill he cannot cure a name.’’ 


Tennyson, in the poem ‘‘In the Children’s 
Hospital’’, expresses the reaction to the grow- 
ing impersonal nature of medicine and surgery— 
‘*Our doctor had called in another, I never had seen him 

before, 

But he sent a chill to my heart when I saw him come 

in at the door, 

Fresh from the surgery schools of France and of other 

lands — 

Harsh red hair, big voice, big chest, big merciless 

hands. ’’ 


Dickens and Thackeray, the great satirists of 
the age, dealt kindly, on the whole, with the 
doctors. Thackeray nearly always has a friend- 
ly feeling for the physician. A score or more 
of practitioners wander through the pages of 
Dickens, absent-minded, pompous, sometimes 
ridiculous, usually busy, and rarely very 
efficient. The fashionable physician attends 
Mr. Murdle; the fussy, rather important, physi- 





cian looks after the family cares of the 
Chuzzlewits; Mr. Lumbey, the hard-working 
obstetrician, who finds no time to shave, is on 
hand for the growing family of the Kenwigs; 
the medical note of authority echoes in the 
resounding names of Dr. Bayham Badger and 
of Dr. Parker Peps; Dr. Slammer in ‘‘Pick- 
wick’’ and Dr. Jobling in ‘‘Martin Chuzzle- 
wit’? are cut in the model of fashionable 
smartness. The energetic pair of student 
‘‘sawbones’’ in ‘‘Pickwick’’, Bob Sawyer and 
Ben Allen, are pictorially vivid of the pro- 
pensities of medical students for hard drinking. 
Altogether rather an ineffectual lot — going 
about with creaking boots and ticking watches 
and pompous frock-coats, a bit bewildered, but 
usually carrying it off somehow or another. 


THE MopERN PERIOD 


The medical satire of today bears as little 
resemblance to that of previous days as does 
the matter-of-fact business attire of the modern 
physician to the periwig and breeches of his 
eighteenth century prototype. The effect of 
modern science in its social implications has 
been to change the emphasis of criticism entire- 
ly and to serutinize the system of medical prac- 
tice rather than the all-too-human practitioner. 
Further, in the literature of today satire is less 
a species than a spiced ingredient. The modern 
arena is too large and the point of view neces- 
sarily swings through too wide an orbit to 
permit the intense concentration which is re- 
quired of good or even effective satire. 

Any survey of modern satire dealing with 
medicine must begin with the figure of Samuel 
Butler, who, though a Victorian, was a modern 
born out of season. In a stubborn refusal to 
sentimentalize he attacked everything from 
Christianity to Victorian drawing-room man- 
ners. In ‘‘Erewhon’’ he satirized medicine, but 
passes much of his satire along to the patients 
whose attitude and demands are responsible for 
many of the weaknesses in the medical scheme 
of things. Butler is the spiritual father of 
George Bernard Shaw, the keenest satirist of 
modern medicine. Shaw’s ideas are best set 
forth in the preface to his play ‘‘The Doctor’s 
Dilemma’’, in which he attacks the medical 
system rather than doctors as individuals. He 


. points out that the shortcomings of the in- 


dividual physician are in the main due to the 
anachronisms of the system. This preface is a 
shrewd analysis of the basic difficulties ex- 
perienced by every physician in practice, and 
suggests the voice of some medical Jacob 
behind the hands of the writing Esau. Indeed 
Shaw’s position has been distorted and unfairly 
criticized by his medical crities, who have al- 
lowed the Shavian fancies in regard to vivi- 

section and vaccination to blind them to his 
real merits as a commentator on the essential 
stupidity of many medical customs. Making 
allowance for Shaw’s love of overstatement, 
which is apt to revolt the scientific mind, the 
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physician will find in this preface the most able 
statement which has yet appeared of the 
problems of medical practice under modern 
social conditions, with the gradual enecroach- 
ment of business and democracy upon the 
prerogatives and traditions of medicine. I 
quote at random from this preface. 


“*TIt is not the fault of our doctors that the medical 
choice of the community, as at present provided for, 
is a murderous absurdity.’’ 


‘*The distinction between a quack doctor and a 
qualified one is mainly that only the qualified one is 
authorized to sign death certificates, for which both sorts 
seem to have about equal occasion.’’ 


By making doctors virtually tradesmen, he 
points out, we compel them to learn the tricks 
of the trade. Consequently we find that the 
fashions of the year include treatments, opera- 
tions and particular drugs as well as hats, 
sleeves, ballads and games. ‘‘I do not share 
that hostility to the doctor as a man which 
exists and is growing as an inevitable result of 
the present condition of medical practice’’. 
The shortcomings of the physician ‘‘arise out 
of the doctor’s position as a competitive private 
tradesman: that is, out of his poverty and 
dependence’’. 

‘*T would make it compulsory for a doctor using a 
brass plate to have inscribed on it, in addition to the 


letters indicating his qualifications, the words, ‘Remember 
that I too am mortal!’ ”’ 


And has the substance of the ethical and 
social problem in the practice of medicine ever 
been more clearly stated than in these words? 

‘¢The real woes of the doctor are the shabby coat, 
the wolf at the door, the tyranny of ignorant patients, 
the work-day of twenty-four hours, and the uselessness 


of honestly prescribing what most of the patients really 
need: that is, not medicine, but money.’’ 


Cupidity is a very human vice, and its effect 
in the medical ranks is described by Osler in 
his usual vivid phrases. ‘‘There are Gehazis 
among us who serve for shekels, whose ears 
hear only the lowing of the oxen and the 
jingling of the guineas.”’ . 

Psycho-analysis in its infant state, and still 
regarded by many as the doubtful child of 
medical psychology, has been an easy butt for 
ridicule and satire. One verse, in its excellent 
brevity, neatly hits off one of the tendencies of 
the psychiatrist. 

‘¢A PsycHo-ANALYST’’ 
‘¢Omniscient in your juggler’s booth 
All is discovered through your patter 


Except the simple, obvious truth 
Of what was actually the matter.’’ 


The physician and his work have become a 
favourite theme of the modern novel. For the 
most part writers are preoccupied with the 
hard work, the rivalries, and the daily 
‘‘osrind’’? of the profession, or the scientific 
paraphernalia which they exhibit to a genera- 
tion avid for scientific signs and wonders. At 
a time when the satirical tide is running strong 
in fiction, very little satire has reached the 
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doctors. And, achievement triumphant! — one 
physician has been admitted to the hierarchy 
of detective fiction in the person of the masterly 
Dr. Thorndyke, the creation of Mr. Austin 
Freeman. 

Punch, which, in keeping with a great tradi- 
tion, continues to mirror week after week the 
whole human comedy, mildly and pleasantly 
pokes fun at doctor and patient alike. There 
is, however, only the kindliest satire in its 
commentary on medicine. One example will 
serve to illustrate its flavour. Two women are 
discussing the new doctor who has just come 
to the district. One says to the other, ‘‘Is he 
a pooh-pooh-er or a wind-up-er?’’ 


EPILOGUE 


We have chronicled in this paper the small 
beer of medical history, at times of a strange 
flavour, and, perhaps, on the whole a bit 
tedious. Today the issue has gone far and 
beyond tilting at the polite windmills of medi- 
eal arrogance, dress, or complacency—amusing 
and entertaining, but when all was over no one 
was hurt. The mannered satire of the past has 
given way to the unreasoning demands of a 
restless democracy for the birthright of 
medicine. With the mob below and ‘‘the in- 
tellectuals’’ above, the profession of medicine 
is being subjected to the pressure of political 
materialism. In the excesses of our modern 
lunacy the safeguards of the liberal professions 
are being destroyed. Men refuse liberty to the 
spirit and the mind. They demand a uniformity 
and a subservience to new standards. The war 
showed the modern world the possibilities of 
regimenting the public mind. It is now pro- 
posed to regiment the professions, and in 
particular the ancient profession of medicine. 
Have done with the old sophisticated weapons 
of satire and irony; use the direct weapons of 
force and mass appeal! And this at a time 
when the adventuring of the mind in medical 
science is in full flood. 

In this anthology we have sounded the 
depths of medical turpitude. They are as 
nothing to the anarehy which must result if the 
pillars and shrines of medicine are overthrown 
in the blind instinctive attempt to alter medi- 
cine in deference to the standards and demands 
of the mob. The physicians, whom this satire 
and invective of centuries have tempered and 
made wise, must hold to their course; their 
creed, that which H. M. Tomlinson has urged 
upon the literary men of our time — ‘‘Only the 
bold and skilful use of the best knowledge, and 
an austere regard in solitude for the honour of 
a tradition’’. And meanwhile the great majority 
of physicians will go quietly about their business, 
for, 


‘¢Without these cannot a city be inhabited: 
And they shall not dwell where they will, nor go up 
and down, —-—-— 
But they will maintain the state of the world, 
And their desire is in the work of their craft.’’ 
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Hssocitation Hotes 


The Joint Meeting of the American and 
Canadian Medical Associations, Atlantic 
City, June 10 to 14, 1935 


The Canadian plans for the conjoint meeting 
are developing satisfactorily. The Council of 
the Association will convene in Haddon Hall 
Hotel on Monday and Tuesday, June 10th and 
11th. At the Monday luncheon, Dr. J. S. 
McEachern, our President, will present his 
valedictory address and install his successor, 
Dr. J. C. Meakins, of Montreal. It is expected 
that officers and members of the Board of 
Trustees of the American Medical Association 
will be guests at this function. 

On Tuesday evening, the installation cere- 
monies of the joint convention will be held in 
the Auditorium, at which addresses will be 
given by Dr. James S. MeLester of Birming- 
ham, Ala., and Dr. J. C. Meakins of Montreal, 
Presidents-elect of the American Medical Asso- 
ciation and the Canadian Medical Association, 
respectively. 

General Sessions will be held on Monday and 
Tuesday, in which four representatives of 
Canada will take part. They are as follows :— 

Dr. William Boyd, M.D., M.R.C.P.(Edin.), 
I’.R.C.P.(Lond.), F.R.S.C., Professor of Patho- 
logy, University of Manitoba, Winnipeg. 

Subject : ‘‘Growth, normal and abnormal’’. 

Dr. Roseoe R. Graham, M.B., F.R.C.S.(C), 
Assistant Professor of Surgery, "University of 
Toronto. 

Subject: ‘‘The surgical contribution to the 
therapy of duodenal ulcer’’. 

Dr. A. H. Gordon, M.D., C.M., F.R.C.P.(C.), 
Associate Professor of Medicine, McGill Uni- 
versity, Montreal. 

Subject: ‘‘Bone changes in certain medical 
diseases’’. 

Dr. H. B. Atlee, M.D., C.M., F.R.C.S.(Edin.), 
F.R.C.8.(C), Professor of Obstetrics and Gyn- 
ecology, Dalhousie University Halifax. 

Subject: ‘‘Arguments in favour of a more 
active puerperium based on a study of 600 
cases’’. 

During the remainder of the week, the con- 
vention will be divided up into eighteen sec- 
tions, officered by representatives from both 
Associations. The Canadian officers are as 
follows: President, Dr. J. S. MeEachern, 
Calgary; President-elect, Dr. J. C. Meakins, 
Montreal; General Secretary, Dr. T. C. Routley, 
Toronto; Chairman of Council, Dr. Geo. S. 
Young, Toronto; Chairman, Central Program 
Committee, Dr. A. Primrose, Toronto. 

The names of the Sectional Officers can be 
found on page viii of the February issue of the 
Journal. 


At the time of writing, the Canadian contri- 
butions to the program are reported as coming 
in splendidly and represent the profession from 
coast to coast. 

Chalfonte-Haddon Hall, one of the finest 
hostelries on the American Continent, has been 
chosen as Canadian Headquarters. The hotel 
rates are as indicated hereunder, and reserva- 
tions should be made direct :— 

European Plan—room and bath—one person, 
per day, $3, $4, $6, $8; two persons, per day, 
$5, $6, $8, $10. 

The daily rate for three meals on the Ameri- 
ean Plan is $3.00. 

Single meals on the European Plan are as 
follows: breakfast, $1.00; luncheon, $1.50; 
dinner, $2.00. 

Further particulars with regard to any phase 
of the meeting will be gladly supplied upon 
inquiry addressed to Dr. T. C. Routley, 184 
College Street, Toronto, General Secretary of 
the Canadian Medical Association. 





Proceedings of the Executive Committee, 
Ottawa, October 30, 1934 


(Continued) 
REPORT OF THE StuDY COMMITTEE ON CANCER 


Dr. Primrose presented the following progress 
report of the Study Committee on Cancer, of 
which he is the Chairman: 


A year ago, this Executive Committee asked Dr. 
Bazin to nominate a Committee to deal with the problem 
of Cancer. Dr. Bazin suggested myself as Chairman, 
Dr. W. B. Hendry, Dr. H. Wookey, Dr. N. 8. Shenstone, 
and Dr. Duncan Graham. As things developed, I took 
the liberty of asking others to join the Committee, 
namely, Dr. Geo. 8. Young, Dr. J. C. FitzGerald, Dr. 
G. E. Richards, and Dr. T. C. Routley. 

The Committee met last week and made the follow- 
ing recommendations to this Executive Committee: 

1. That the Executive Committee establish a De- 
partment of Cancer Control in the Ganadian 
Medical Association. 

2. That the present Study Committee on Cancer be 
given power to add to its personnel other mem- 
bers, both lay and medical. 

3. That the Department so constituted take steps at 
once to organize and direct a Cancer Campaign 
in Canada along similar lines to those followed 
by the British Empire Cancer Campaign. 

4. That the Department be given power to collect 
funds and appoint a permanent Secretary as 
soon as possible. 

5. That the Department work in cooperation with 
the British Empire Cancer Campaign, not neces- 
sarily in affiliation. 

6. That the work of the Department include - 
following activities: 

1. The securing of funds. 

2. The propagation of knowledge concerning 
cancer and the methods of attacking it. 

3. The establishment of a library on cancer. 
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4. The making of grants to aid cancer study 
and research, 

(With regard to No. 1, ‘‘The securing of 
funds’’, it is suggested that the Committee 
secure a guaranteed sum of $25,000 which should 
be placed at the disposal of the Department to 
cover initiation and the first two years’ ex- 
penses; and that some plan of raising funds be 
put into operation immediately, for subsequent 
expenses. ) 

In the opinion of the Study Committee an Executive 
Committee should be formed, with Chairman, Vice- 
Chairman, Secretary, and other personnel, and there 
should also be committees such as the following :— 

A Scientific Advisory Committee ; 
An Investigation Committee ; 

A Radiology Committee; 

An Appeal Committee; 

A Finance Committee. 

It was suggested that the Secretary should propa- 
gate information concerning the principal lines of attack 
in operation the world over in the fight against cancer. 
The following points were outlined: 

(a) The attack against the cancer cell and the 

chemical reactions that occur within it. 

(b) Cancer-producing substances—petroleum in vari- 
ous forms, the hormone ‘‘astrin’’, ete. 

(c) Facts regarding anti-cancer serum. 

(d) Hereditary factors in cancer. 

(e) Chemical substances which destroy the cancer 
cell without being harmful to the normal cell, 
€.g., lead salts. 

(f) Cobra venom. 

(g) Biochemical investigation—in particular the 
metabolism of carbohydrates as sources of 
energy. The biochemical results of radiation 
on the living cells. 

(h) Immunity. 

(1) Grading of malignant tumours, 

(j) The cancer-producing properties of commercial 
lubricating oils. 

(k) The serum test for cancer. 

(1) Radium—proper dose and legitimate field for 
employment. The bomb. 

X-rays. 

It is proposed that a cancer library should be estab- 
lished, of circulating type, made available to all parts 
of Canada, and under the control of the Secretary. This 
should contain periodical literature and other books or 
articles bearing on cancer. 

There should be a national appeal for funds. The 
Committee suggested that, for the first two years of 
operation, we would require $25,000—$12,000 for each 
year; but additional funds must be collected to provide 
for the later period. It was also suggested that the 
capital sum subscribed should be sufficient to provide 
funds for research in various directions. 

Regarding the Secretary, it is necessary that he be 
a medical man with special qualifications. It would be 
necessary for him to prepare pamphlets and booklets 
from time to time for distribution to the medical pro- 
fession and the general public. It is suggested that the 
headquarters for the present be at the office of the 
General Secretary in Toronto; and that, as time goes 
on, the organization be enlarged to include Committees 
in the various provinces of Canada and also in the larger 
cities. 

As the Prince of Wales is the Patron of the Can- 
adian Medical Association, it has been suggested that we 
ask him to allow his signature to be attached to a 
special letter to be used in our appeal to the public for 
funds. In addition to the appeal to the public, we would 
be at liberty to approach prominent persons and perhaps 
Governments,—F ederal, Provincial, and Municipal. 


After some discussion, referring particularly 
to the matter of early diagnosis, Dr. Primose 
agreed to add the following to the second item :— 


‘¢ All other activities which, in the opinion of the 
Committee, would be valuable in the control of cancer 
in Canada.’’ 


The report as amended was then approved. 
Carried. 


It was pointed out that our membership is now 
confined absolutely to medical graduates ; in fact, 
many of the scientific teachers in universities are 
not eligible for membership in the Canadian 
Medical Association. The opinion was expressed 
that it would be advisable for the Committee on 
Revision of By-laws to study the question of the 
possibility of having other than medical member- 
ship, on a restricted basis. This is important in 
connection with the future work of the Com- 
mittee on Cancer because a large membership 
connected with the Department of Cancer Con- 
trol would stimulate interest in many ways. 
The fee, of course, would be comparatively small. 

The Study Committee was authorized, if need 
be, to establish something in the nature of a 
Grand Council, consisting of both lay and medi- 
cal members, who would be of service in further- 
ing the interests of the Department. 


DEPARTMENT OF HospiITAL SERVICE 


In the absence of Dr. Agnew, the General 
Secretary presented the following interim report 
from the Department of Hospital Service,— 


The work has grown to such an extent that arrange- 
ments are now being made whereby the hospital associa- 
tions comprising the Canadian Hospital Council are 
raising funds to supplement the finances and staff now 
available under the Department of Hospital Service. 
This should give us one more girl and a fund which 
would permit printing of bulletins, reports, ete., to a 
greater extent than hitherto. These financial arrange- 
ments are not quite complete but satisfactory progress is 
being made. 

The Group Hospitalization Committee has been pre- 
paring considerable data during the interval since the 
interim report submitted to Council at the Calgary meet- 
ing. Much additional information has been secured at 
recent hospital conventions throughout Canada and at 
one or two big national meetings across the line, and I 
am sure that we shall have a valuable report for the 
Atlantic City meeting. 

Inasmuch as this study is to a large extent addi- 
tional as well as judicial, and as included detail must be 
of necessity reasonably extensive, it would seem ad- 
visable that this report should be available in booklet 
form for distribution to hospital administrators, trustees 
and medical staffs through our Department of Hospital 
Service. This is of particular importance because those 
individuals who are most likely to start such a plan, 
such as superintendents and trustees, are not regular 
readers, if at all, of the Canadian Medical Association 
Journal and, therefore, because of what would appear to 
be the ultimate importance of this subject it would seem 
advisable to have these booklets made available in keep- 
ing with similar reports issued from time to time by our 
Department of Hospital Service. Of course, for inclu- 
sion in the reports to Council, it might be possible to 
make a much abridged synopsis or summary. 

In order that we have some guidance in preparing 
and selecting the data for inclusion in this booklet I 
would be grateful for an expression of opinion from the 
Executive Committee as to the above proposal. This is 
a bulletin which might readily be paid for from the 
Department of Hospital Service funds. 
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As an evidence of international recognition, the 
Executive Committee might be interested in the fact 
that the superintendent of a hospital in Australia which 
is shortly to build a new institution has arranged a 
contest on this continent seeking suggestions for their 
new building—each contestant to submit ‘‘Ten Don’ts’’. 
In arranging this contest, Mr. George FitzPatrick, of 
the New South Wales Community Hospital, Sydney, 
Australia, asked that the following judges be named: 
Dr. M. T. MacEachern, American College of Surgeons; 
Dr. Harvey Agnew, Department of Hospital Service, 
Canadian Medical Association; Mr. Matthew O. Foley, 
Editor, Hospital Management, Chicago. This will not 
require a great deal of work but the opportunity of 
collecting the suggestions should prove of infinite benefit. 

The Canadian Hospital Council has not as yet 
selected its biennial date which now falls in 1935, but 
from casual conversation with delegates and others from 
coast to coast one is of the opinion that the meeting 
will be held in all probability in Ottawa or Montreal, 
possibly next September. This body is working very 
closely with the various provincial governments and the 
Federal Department of Health. 

The Executive will be interested in noting that the 
Minister of Health in British Columbia had a joint 
dinner with his Cabinet and the Executive of the British 
Columbia Hospitals’ Association. At this meeting, a 
number of us had an opportunity of expressing a few 
comments, particularly from the hospital angle, and it 
would seem that a definite forward step has been taken 
towards ascertaining the hospital viewpoint re Health 
Insurance. (Sgd.) G. Harvey AGNEW 


Approved. 





hospital Service Department Wotes 


Will there be a Permanent Shortage 
of Interns? 


Every year there goes up the same call from 
so many of our hospitals throughout the 
country, ‘‘We are still short of our quota of 
interns. Where can we get them?’’ This 
shortage is felt most acutely among non- 
teaching hospitals and particularly those situ- 
ated at a distance from the medical colleges. 
Of course, this shortage is nothing new; for 
many years a large proportion of our graduat- 
ing classes, amounting sometimes to over 50 
per cent of the individual class, went abroad, 
largely for internship in the United States.* 
Then some three or four years ago, the 
American immigration authorities made it ex- 
ceedingly difficult for visas to be obtained, and 
recent Canadian graduates found that they 
could not accept appointments being held for 
them across the line. For this short period 
Canadian hospitals had a surplus of applicants. 
Now the border is once more comparatively 


*See ‘‘The intern problem and our export of 
medical graduates’’ published in Canad. M. Ass. d., 
1929, 20: 61. 

All communications intended for the Department 
of Hospital Service of the Canadian Medical Associa- 
tion should be addressed to Dr. 
184 College Street, Toronto. 


Harvey Agnew, 


open for bona fide post-graduate students, and 
the shortage of interns is again a problem, even 
though a larger percentage of our graduates 
are staying in Canada. 

At the present time there are in Canada 513 
internships in 39 hospitals ‘‘approved’’ and 50 
internships in 13 hospitals ‘‘reeommended”’ 
by the Department of Hospital Service of 
the Canadian Medical Association. ‘‘Recom- 
mended’’ internships are in hospitals which, 
although giving excellent opportunities for 
internship work, for one reason or another do 
not fully comply with the rigid requirements 
of the Basis of Approval for Internship. To 
meet this demand the total number of medical 
students graduated in Canada in 1934 was ap- 
proximately 472; in 1933 the total was 479. 
Of this number a certain percentage would go 
to the United States for internships; another 
group proceeds to Great Britain, Paris or other 
post-graduate centres; and some proceed: direct- 
ly into practice. In some of our medical schools 
the internship year precedes graduation, but 
for purposes of comparison it would complicate 
the picture rather than simplify it to attempt 
to separate the two types of internships. 
Residencies and senior appointments, where 
possible, have been omitted in this comparison. 

It is obvious from these data that there is a 
varying but consistent shortage of interns. 
True, a small number of American graduates 
come to Canada, for instance, to Vancouver, but 
this is more than offset by the fact that a - 
number of our recent graduates are absorbed 
by Canadian hospitals not at present listed as 
approved or recommended. Moreover, it may 
be anticipated that this shortage will become 
more apparent as time goes on. As hospitals 
crow to meet the demand for more accommoda- 
tion, as hospital technique becomes more 
complicated, demanding the increased attention 
of a resident doctor, as the vital importance of 
accurate and complete records becomes more 
obvious, as the value of the intern to the 
welfare of the patient is more widely recog- 
nized, it is apparent that more interns will be 
requested by our hospitals. At the same time 
we may anticipate a relative and probably 
actual decrease in the number of medical 
graduates. 

How will this situation be met? Some hos- 
pitals, by virtue of their excellent internship 
facilities and the teaching provided, for many 
years may encounter little difficulty, but how 
about the many others, excellent though they 
be, which already have trouble completing their 
quota? It would seem logical to anticipate that 
such reorganization of the internship services 
would be imperative as would permit the 
supply to meet the demand. This could be 
effected in several ways: (1) by making a 
lengthier internship obligatory before receiv- 
ing a license to practise; (2) by creating more 
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undergraduate internships and by developing 
clinical clerkships; and (3) by reducing and 
revamping the tasks assigned to the intern. 

The first suggestion might be of some assist- 
ance, but, even though a eredit for internship 
is not obligatory for practice in most provinces 
(as it is in many states to the south), very few 
medical graduates, unless driven by economic 
necessity, now go directly into practice without 
at least one year of general internship. How- 
ever, if the increasing demand that specialists 
be required to take at least a minimum specified 
period of training materialize into legislation, 
a call for lengthier internships and residencies 
could be anticipated. 

The second suggestion, the creation of more 
undergraduate internships and clinical clerk- 
ships, would be in accord with the desire of 
many medical teachers that more emphasis be 
laid upon bedside experience; however, this 
would be of assistance only to those hospitals 
which could be linked with medical colleges, 
and, for that matter, would be for the medical 
schools rather than for the hospitals to decide. 

The third suggestion, the reduction and re- 
vamping of the tasks assigned to the intern, 
would seem to be an essential change of the 
future, irrespective of the development or not 
of the other plans. This may not be essential 
at the present time in most hospitals, but it 
would seem to loom up as a probability in the 
not too distant future. It is difficult to in- 
dieate any task now assigned to the intern in 
the average hospital the reassignment of which 
would not leave the intern the loser. Many 
hospitals now have all routine urinalyses and 
blood counts done by the laboratory techni- 
cians; this may be necessary on a busy service, 
but the intern is the loser. Ward dressings, 
intravenous treatments, operating room assist- 
anee, anesthetics, are all part of the intern’s 
experience, and as he is there, from his view- 
point, primarily for experience he would be 
loth to give up this work. Further, the out- 
patient and emergency services provide perhaps 
the features of his training most applicable to 
his after-life in practice. 

But if the supply does not equal the demand 
some compromise must be made. It would 
seem possible in some services to have more of 
the dressings done by the nurses; blood with- 
drawals for laboratory purposes could be, and 
are being, done by technicians. The junior 
intern who assists at an operation by standing 
at the side table threading needles, or, perhaps, 
as second or third assistant, is assigned now 
and then to the distal end of a retractor, may 
be absorbing some of the operating-room 
atmosphere, but he would probably learn more 
of future value by devoting his time to other 
hospital activities, and his work in the operat- 


ing theatre might be more adroitly done by a 
skilled nurse. Of course, more intimate 
assistantship in the operating field should be 
as freely available to the interns as the best 
interests of the patient will permit. 

The matter of records will be of particular 
concern. The great majority of our public 
hospitals of over twenty-five beds capacity are 
now “‘standardized’’, a movement which has 
provided considerable stimulus to the keeping 
of better records of hospital patients. It would 
seem logical to predict a still greater develop- 
ment of hospital records as diagnostic pro- 
cedures and diagnoses become more complex, 
and as payment for hospital care becomes more 
a concern of societies, boards, commissions or 
industries. The principle of accurate record- 
taking has been fully accepted by all adminis- 
trators and boards, and to an ever-increasing 
extent by the members of the medical staff, 
particularly by the younger generation, who 
have served extensive apprenticeships in this 
work as interns. , 

Where interns are available, the histories, 
particularly on the public wards, are written 
by them. Where interns are not available, the 
histories on the whole tend to be brief. The 
most effective way of dealing with this latter 
situation would seem to be the provision of a 
good stenographer with triple plus personality 
whose task it would be to obtain the data from 
the doctor whenever occasion offers. The in- 
stallation of dictaphones has been recom- 
mended; while these have been of real service 
in special departments their lasting value as 
history getters would seem still to be proved. 
As the ratio of available interns to hospital beds 
falls, the time may come when it would seem 
advisable, particularly in medium-sized hos- 
pitals without any, or, with insufficient, 
interns, to opnsider the training of a non- 
medical woman, preferably a nurse, to do much 
of this work. Naturally the physical findings, 
the diagnosis and the progress notes should be 
written or dictated by the doctor, but a great 
deal of the history, both family and personal, 
could be recorded by a bright records worker 
with special training in symptomatology and 
such other details as would be relevant for this 
work. After a few years of experience, such a 
person should be able to perform these, and 
perhaps other clinical tasks, as efficiently as 
the average novitiate intern, particularly with 
respect to detail. This delegation of clinical 
work to non-medical workers may not be an 
ideal arrangement and should not be practised 
if interns are available, but as our supply of 
interns is already falling short of the demand, 
it is timely that some thought be given to the 
future. 








THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Mar. 1935 








Medical Societies 


The Calgary Medical Society 


At a meeting of the Calgary Medical Society 
held at the Belcher (Military) Hospital on 
January 8, 1935, Dr. J. E. Palmer gave an 
interesting discourse on ‘‘Ureteral obstruc- 
tion’’, illustrated by numerous roentgenograms 
of cases in his practice. Dr. G. E. Learmonth 
followed with an address on ‘‘The life of Sir 
Robert Jones, Bart.’’ 

A special meeting of the Calgary Medical 
Society was held on January 31, 1935, at which 
Dr. J. S. MeEachern, President of the Can- 
adian Medical Association, spoke about the 
plans for reorganization of this Association, 
while Dr. D. S. Maenab, President of the 
Alberta Medical Association told about the 
contemplated changes in the organization of 
the Alberta Medical Association. 

The annual banquet of the Caigary Medical 
Society was held on February 5, 1935, at the 
Renfrew Club. Dr. A. H. Baker presided. The 
ouest-speaker was Mr. E. A. Corbett, Director 
of Extension Courses, Alberta University. His 
address was on ‘‘Some birds I have met’’. Dr. 
H. K. Goff, President of the Edmonton Academy 
of Medicine represented this Society, while Dr. 
A. M. Palmer represented the Calgary Dental 
Society. A pleasing ceremony, was the bestowal 
of a life membership in the Calgary Medical 
Society on Dr. J. S. MeKachern. 

G. E. LEARMONTH 





The Madawaska Medical Society 


The Madawaska Medical Society at its last 
meeting elected officers as follows: President, 
Dr. P. H. Laporte, Edmundston; Vice-presi- 
dents, Drs. C. J. Violette, St. Leonards, C. H. 
Turner, Edmundston; Secretary, Dr. J. B. 
Gaudreau, Edmundston. 





The Montreal Physiological Society 


At a meeting of this Society held on January 
21st, the following papers were presented (here 
given in abstract). 


SOME RECENT ADVANCES IN THE PHYSIOLOGY OF 
LACTATION, by Thomas MecKeown.—It is observed 
that the stimulus of suckling when applied to 
normally eyelie rats and mice leads invariably to 
the appearance of a condition closely resembling 
the pseudo-pregnancy produced by sterile mat- 
ing. It is characterized by cessation of cestrus, 
by the appearance of functional corpora lutea in 
the ovary, by a pro-gestational condition of the 
uterus, and by the development of the mammary 
gland, and eventually its secretion. A striking 
difference between the two conditions is to be 
noted, for although the sequence of changes 





brought about by sterile mating is the con- 
sequence of a single stimulus, the removal of the 
suckling stimulus at any time leads to the im- 
mediate cessation of the characteristic changes. 
Further, it is noted that if Caesarean section is 
performed in the first part of pregnancy, cestrus 
does not appear immediately, but only at a time 
which would correspond to the termination of a 
pseudo-pregnaney produced by sterile mating. 
This suggests that the changes which occur in 
the ovary during the early part of pregnancy 
are the result of the stimulation of the cervix. 


CONCERNING THE MECHANISM OF ACTION OF 
PITUITARY (POSTERIOR LOBE) EXTRACT UPON URINE 
SECRETION, by K. I. Melville—The action of 
posterior lobe pituitary extract (postlobin-V) 
upon urine secretion has been tested out com- 
paratively under variously altered conditions of 
salt and water metabolism in the unanesthetized 
dog with a bladder fistula and in the dog under 
sodium-phenobarbital anesthesia. 

It is shown that the diuretic response is aug- 
mented as the organism is rich in salt, whether 
conditions of associated hydration or dehydra- 
tion are present. The data suggest that the 
underlying mechanism of pituitary diuresis is an 
extra-renal mobilization of salts primarily, more 
particularly, sodium chloride. The data do not 
suffice to draw definite conclusions concerning 
the antidiuretic action, but suggest very strongly 
that this action is not fundamentally wrapped up 
with existing conditions of water or salt altera- 
tion per se in the organism. 





The Saint John Medical Society 


At the regular meeting of the Saint John 
Medical Society held in the Admiral Beatty 
Hotel on January 29th, Dr. V. D. Davidson was 
the special speaker. He took as his topic ‘‘Ten- 
sion and pressure’’, citing as examples in disease, 
glaucoma, back pressure on the kidney in pros- 
tatic disease, intracranial pressure, intrathoracic 
pressure, back pressure from an _ obstructed 
biliary system, and tension from a diseased ap- 
pendix. He drew from these a series of con- 
clusions as to the damage caused by pressure, 
and went on to advise that from this the lesson 
should be drawn that surgical handling of 
tissues should be of the utmost delicacy. This 
paper was a departure from the usual type 
present in our Society, and was described as 
being a cultural effort along the lines of surgical 
philosophy. 





The Toronto Biochemical Society 


The Toronto Biochemical Society held its 33rd 
meeting in the School of Hygiene, the University 
of Toronto, on December 20th. The following 
communications were presented (given here in 
abstract). . 
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OBSERVATIONS ON THE BRADYCARDIA METHOD 
FOR THE DETERMINATION OF VITAMIN B,, by A. D. 
Barbour and W. C. Henry.—The method of 
assay of vitamin B, depending on changes in 
the heart rate of the albino rat, first described 
by Bireh and Harris, was investigated, as it 
seemed to offer important advantages over the 
usual methods. Results of assays on a sample 
of dried yeast and two samples of white bread 
indicated that the method is very satisfactory 
when dealing with uniform and fairly potent 
materials, but presents some difficulties with 
materials of low potency. The chief difficulty 
is to induce the animal to eat sufficient of the 
test material as a single dose. The advantages 
of the method are the reduction in the time re- 
quired for an assay, the use of a less number of 
animals, and economy of the test material. 


THE PERFUSION OF THE ADRENAL GLAND WITH 
REFERENCE TO THE MECHANISM OF ADRENALINE 
STABILIZATION, by R. D. H. Heard and A. D. 
Welch.—F rom an investigation of the chemical] 
and physiological properties of the Ringer- 
Locke perfusate of the adrenal gland it has been 
shown that the stable sympathomimetic sub- 
stance secreted is in reality stabilized adrenaline. 
The latter when added to perfused fluid is like- 
wise stabilized and rendered resistant to oxida- 
tion. Stabilization is effected by means of an 
oxidation-reduction system involving ascorbic 
acid. On oxidation of the perfusate at 38° C. 
and pH 7.4, the pressor activity is maintained 
at its original level for a period of some hours 
before diminution becomes apparent. During 
this maintenance period the reducing power, as 
determined by titration with 2 :6-dichlorophenol- 
indophenol, gradually decreases and reaches zero 
when diminution in pressor activity commences. 
The oxygen-up-take curve given by the perfusate 
is characteristic of an oxidation-reduction sys- 
tem; irreversible oxidation of adrenaline does 
not take place so long as a small amount of 
ascorbic acid remains present in the reduced 
state. The coupled systems, ascorbic acid- 
adrenaline and glutathione-adrenaline, have been 
examined respirometrically ; the oxygen uptake 
curves shown by these systems and that present 
in the perfusate are similar. There is not 
secreted on perfusion a substance more negative 
than ascorbic acid which would effect reduction 
of the primary oxidation product of the latter. 
However, there is present in the perfusate an 
agent which minimizes the rate of autoxidation 
of ascorbic acid and thus tends to maintain the 
vitamin in the reduced state. The behaviour of 
the perfusate is adduced as experimental evi- 
dence in support of the hypothesis that the 
relatively large amount of ascorbic acid present 
in the adrenal gland is involved in a §vstem 
needed to maintain adrenaline in the reduced 
state and to prevent pigment formation; it also 
suggests a mechanism by which adrenaline may 





be transported without destruction under the 
aerobic conditions which exist in the systemic 
circulation. 


BLOOD PHOSPHORUS FOLLOWING ADMINISTRA- 
TION OF IRRADIATED ERGOSTEROL AND PARATHOR- 
MONE, by C. B. Weld and J. F. Sykes. Follow- 
ing large doses of parathormone there is but 
little change in the inorganic P, ester P or lipid 
P of the blood or plasma while the serum calcium 
is rising. After the calcium has risen the in- 
organic P of blood and plasma and the lipid P 
of the blood rise considerably; the ester P is 
unchanged. 

Following large doses of irradiated ergosterol 
the inorganie P and lipid P of both blood and 
plasma rise coneurrently with the serum Ca; 
the ester P is unchanged. Smaller doses of 
irradiated ergosterol to normal dogs, or large 
doses given to dogs rendered tolerant to para- 
thormone may, however, cause a reduction of 
ester P and lipid P of the blood while the serum 
calcium is rising. 

After parathyroidectomy, the inorganic P and 
lipid P of blood and plasma rise with the fall 
of serum calcium. 





Special Correspondence 
The Edinburgh Letter 


(From our own Oorrespondent ) 


One of the indirect results of the industrial 
depression has been that a greatly increased 
number of applications have been received for 
admission to the medical schools. The University 
of Edinburgh has decided to restrict the number 
of students in the Faculty of Medicine and to 
adopt a system of selection. This will have the 
effect of raising to some extent the standard of 
intellectual attainment required from candidates. 
It is intended that the number of entrants for 
the medical course in Edinburgh will be re- 
stricted to approximately two hundred. In this 
way it is hoped to avert the threatened over- 
crowding of classes. 

Considerable interest is now being taken in 
this country on the subject of the artificial im- 
munization of children against diphtheria. The 
results obtained in Canada and other countries 
have stimulated medical officers of health to 
organize schemes for this purpose. In 1924 the 
Public Health Committee of the County of 
Aberdeen instituted such a scheme, and between 
that date and 1930 over 9,000 children, mostly 
of school age, were immunized. The experience 
gained proved that the immunization was effec- 
tive, as out of that number only 5 children con- 
tracted the disease. The Medical Officer of 


Health for the Countv has recently received the 
sanction of the Public Health Committee to 
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further develop this procedure. It has been 
decided to concentrate not only on children of 
school age but also on children under five years 
ot age, as the mortality rate is much higher in 
that group than in other children. One of the 
‘chief difficulties to be overcome is obtaining the 
consent of the parents. Intensive propaganda 
work is accordingly to be carried out in the 
endeavour to secure as high a percentage of 
consents as possible. As in other branches of 
the medical service in this area it has been the 
policy to enlist the services of the general prac- 
titioners. They will accordingly take part in 
the work done in the schools, and will also im- 
munize in their consulting rooms children of 
pre-school age who are not presented at the 
clinics provided by the Authority. The im- 
munizing material is provided by the County 
Council. 

The work. of the late Sir James McKenzie 
regarding the early recognition and treatment 
of disease is universally known and appreciated. 
The Clinical Institute at St. Andrews in which 
he took such a great interest and which bears his 
name has now been in existence for fifteen years 
and an enormous amount of useful data has 
been compiled. The work done at the Institute 
has earned the special commendation of the 
League of Nations. All the medical practi- 
tioners in St. Andrews are on the staff of the 
Institute, and detailed records are kept of all 
cases examined. Children during the first two 
years of life are regularly examined and con- 
tinuity of supervision is secured by means of 
close cooperation with the system of school medi- 
cal inspection. 

The British Medical Association has taken 
steps to follow up the report produced by the 
special committee which it set up to investigate 
the question of nutrition by authorizing the 
preparation of a supplementary report. This 
is intended to provide for the practical applica- 
tion of the findings of the original report by 
converting calories and food values into actual 
menus and recipes. The diet chosen is that for 
a man, his wife, and three children. Cookery 
experts are working out the details of the meals. 
These should prove very useful to the housewife 
and to teachers of domestic science. 


The Association is also proceeding to appoint 
a special Committee to consider and report as 
to the best methods for the cultivation of the 
physical development of the civilian population. 
A great deal of interest is taken in this country 
in the various forms of sport, but there is a 
definite need for the promotion of schemes for 
physical culture among the community as a 
whole. The public is becoming more ‘‘health 
conscious’’ in these days, and it is well that 
medical organizations such as the British Medi- 
cal Association should give a lead in this respect. 
What is aimed at is the education of the com- 





munity as to the value of physical culture as 
a means of enhancing the physical development 
of the human body and thereby promoting a 
higher standard of mental capacity. 
Under the Road Traffie Act of 1934, which 
came into operation on the Ist of January of 
this year, provision is made for the remunera- 
tion of doctors in respect of the emergency treat- 
ment of persons suffering from injury arising 
out of the use of a motor vehicle. This will do 
something to remove a grievance of which medi- 
eal men in the past have frequently complained 
that they received no remuneration for such 
services. A fee of 12/6d is payable by the 
person using the vehicle at the time the accident 
occurred in respect of each person in whose ease 
emergency treatment is provided by a practi- 
tioner, and in addition there is provision for the 
payment of 6d for every complete mile and 
additional part of a mile in respect of any dis- 
tance in excess of two miles from the place 
whence the practitioner is summoned to the 
place where the emergency treatment is carried 
out and to return to the first-mentioned place. 
An oral request for the appropriate sum may 
be made to the person who was using the vehicle 
at the time of the occurrence or a request may 
be made in writing within seven days from the 
one on which emergency treatment was given. 
Provision is also made whereby a hospital in 
which such emergency treatment is given is 
entitled to claim a fee of 12/6d on the lines 
generally indicated above. The fees payable 
under the Act are recoverable by Court proceed- 
ings as if they were a simple contract debt due 
from the person who was using the vehicle to 
the practitioner rendering service. 
R. W. Crate. 
7 Drumsheugh Gardens, 
Edinburgh. 





The London Letter 
(From our own Correspondent ) 


A certain amount of publicity has been given 
to what is called an ‘‘enidemic’’ of diphtheria. 
In effect, after a drop in the notification rate 
from 1930 onwards. a rise occurred during the 
winter 1933-34 in the returns for most parts of 
the country. and the usual summer decline did 
not oceur last year. During the past few 
months the figures, week by week, have reached 
such a height that for the last fortnight of 
1934 the number of notifications received ex- 
ceeded the expected figure by 60 per cent. 
Some authorities think that the diminished 
rainfall of last summer is in some way re- 
sponsible for the situation. Another possible 
point of view is concerned with the increasing 
number of children who are receiving im- 
munization. The carrier rate increases in any 
section of the population parallel with the rate 
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of immune members, and until a very large 
percentage of the population at risk is im- 
munized the effect may be to increase the case 
incidence. This contrast between the desire of 
parents or doctors for the immunizing of the 
individual child and the necessity for avoiding 
piece-meal immunizing of the community is 
more especially heightened by the occurrence 
in certain areas of specially virulent types of 
the disease and the death rate has shown a 
slight increase from 1932 onwards. Neverthe- 
less, there is no occasion for panie and the 
‘‘epidemie’’ gives the public health authorities 
a fine opportunity to urge the value of im- 
munization. 

The efforts made by the British Broadcasting 
Corporation to disseminate facts about diet 
have for the most part been widely applauded, 
but a recent remark about meat for young 
children has stirred the wrath of the vege- 
tarians. This coincided with the publication of 
an interesting experiment in regard to first- 
class protein, about which there has been mild 
controversy since the time of the famous 
British Medical Association report on diet. Dr. 
Corry Mann, who some years ago showed the 
value of adding milk to the diet, already 
theoretically adequate, of school children, has 
now demonstrated that a pint of milk daily 
will enable health to be maintained without 
deterioration, even with a severe reduction in 
total protein. Substitution of an equivalent 
amount of meat for half the quantity of milk 
on this low protein diet was followed by a pro- 
gressive deterioration in the physical condition. 
In other words the protein of milk appears to 
be of more value for purposes of nutrition than 
the protein of meat. An interesting develop- 
ment on which this conclusion has some bear- 
ing is the latest pronouncement of the Board 
of Education concerning the method by which 
children are to be selected for milk in the 
schools. Rigidly interpreted, an important cir- 
eular has previously been held to mean that 
only children picked out at medical inspection 
as under-nourished were to be eligible. Now, 
it is stated that teachers are entitled to antici- 
pate the medical inspection, and in this way 
children may be prevented from ever reaching 
the mal-nourished category. 

London University has always presented an 
enigma even to Londoners, and until the 
central buildings in Bloomsbury are completed 
it is going to be difficult to ‘‘show’’ the uni- 
versity to any inquiring visitor. The educa- 
tional task undertaken by the institution and 
the rightly regarded high standard demanded 
in degree examinations has its special difficul- 
ties in the medical world. About this there has 
been a running correspondence in the medical 
press for some weeks. The medical schools of 
the university teach a large number of students 
who never take a degree, but qualify with the 


various diplomas, while of those who bravely 
set out for the M.B. a fairly high percentage 
falls by the way-side. Certain schools have 
decided in recent times only to take university 
students, and critics have not been lacking to 
point out how the M.B. is unattractive. It is 
unlikely that any steps will be taken until the 
various discussions now going on concerning 
the medical curriculum are completed and the 
majority taking part in the ‘‘debate’’ now 
concluding seem against any sort of science 
degree for those who take the preliminary 
scientific subjects. 

Under the presidency of Mr. H. G. Wells a 
Diabetic Association has recently been formed 
to provide an organization for the benefit and 
service to diabetics. It hopes to promote 
further study and research and to safeguard 
the general interests of diabetics. In the pro- 
gram, as announced, is included a new publica- 
tion called the Diabetic Journal, and the estab- 
ment of convalescent homes, schools, and 
holiday homes for children, boarding houses, 
and restaurants where diabetics can obtain 
suitable food. As there are probably some- 
where about 100,000 such patients in this 
country the association should have a wide 
appeal, and it represents an interesting social 
development. 

ALAN MONCRIEFF. 
121 Harley St., 
London, W.1. 








Letters, Hotes and Queries 
Hirschsprung’s Disease 


To the Editor: 


Would you be kind enough to let me know 
what the latest opinion is re the treatment of 
Hirsehsprung’s disease. I have a case here, 
and I cannot find anything recommended, ex- 
cept resection, or short circuiting. 

I understand that some work has been done 
by some men on the sympathetic system, ¢.g., 
sympathectomy. Yours truly, 

Amherst, N.S., A. E. MackIntosH 
December 24, 1934. 


Answer.—Your letter of December 24th in 
reference to the treatment of Hirschsprung’s 
disease is before me. One of the leading 
surgeons in Montreal states that the operation 
of ramisection is somewhat discredited at the 
present time, but he believes that good results 
may be obtained by removing the pre-sacral 
sympathetic ganglia and stripping the ad- 
ventitia of the inferior mesenteric artery. Of 


Answers to questions appearing in this column 


should be sent to the Editor, 3640 University Street, 
Montreal. 
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course there are many other surgical pro- 
cedures, such as colostomy, plication, colopexy, 
and entero-anastomosis, with or without re- 
section. Medically speaking, it is said that the 
best results are obtained by the application of 
sine-wave electricity to the abdomen, and by 
combating toxemia from the intestinal de- 
composition of food by the removal from the 
diet of all food containing animal protein, ex- 
cepting milk and its products. 

A short list of some of the chief papers on 
the subject that have appeared within the past 
year or two is given here. The article by Dr. 
D. E. Robertson is said to be particularly good. 


Resection of pre-sacral sympathetic nerves: clinical 
application, W. M. Craig, Surg. Clin. North America, 
1934, 14: 673. 

Value of sympathectomy in treatment of Hirsch- 
sprung’s disease, A. W. Adson, Northwestern Med., 1934, 
33: 276. 

Results of sympathectomy in the treatment of peri- 
pheral vascular diseases, Hirschsprung’s disease and cord 
bladder, A. W. Adson, Ann. Int. Med., 1933, 6: 1044. 

Treatment of dilatation of colon by sympathectomy, 
D. E. Robertson, Tr. Amer. Surg. Ass., 1931, 49: 256. 

Clarke, T. W. and Miller, F. M. (for a review of 
the literature), Arch. Pediatrics, 1931, 48: 553. 


EpIToR 





National Birth Control Association 


To the Editor: 

The National Birth Control Association has 
appointed a Medical Sub-Committee consisting 
of practitioners actively engaged in the teach- 
ing of contraception. The object of this Com- 
mittee is to collect, coordinate and from time 
to time draw up for publication by the National 
Birth Control Association authoritative in- 
formation on all aspects of contraception for 
the use of the medical profession. 

This Committee is in consultation with re- 
search workers, manufacturers, birth control 
clinics (both voluntary and under the public 
health authorities) and doctors engaged in 
teaching contraceptive methods throughout the 
country. 

Although much valuable experience exists, 
the results of which are at the disposal of the 
National Birth Control Association, the whole 
subject is still at the research and experimental 
stage, and it is necessary to be constantly re- 
viewing and _ re-assessing the methods in 
current use. This Committee would therefore 
be glad to hear from any doctor, clinic or 
manufacturer interested in birth control, in 
order that it may have the fullest sources of 
information possible. 

All communications should be addressed to 
the Secretary, The National Birth Control 
Association, 26 Eccleston Street, S.W.1. 

Yours faithfully, 
H. HOo.uanp, 


November, 1934. Acting Secretary 





The Late Professor Léon Bernand 
To the Editor: 


As a tribute to the memory of the late Pro- 
fessor Léon Bernand of Paris, the Health 
Organization of the League of Nations has 
decided to create the ‘‘Léon Bernand Founda- 
tion’’. 

I have been asked by the Medical Director of 
the League of Nations, Doctor Ludwik Rajeh- 
man, to intimate to friends and acquaintances in 
Canada of the late Professor Léon Bernand that 
contributions to the Léon Bernand Foundation 
capital fund sent to Doctor Rajehman will be 
most gratefully received. His address is: Dr. 
Ludwik Rajchman, Medical Director, Health 
Section, League of Nations, Geneva, Switzerland. 

I would greatly appreciate it if reference to 
this project could be made in an early number 
of the Canadian Medical Association Journal. 


J. G. FirzGeEra.p, 


Director, School of Hygiene 

and Connaught Laboratories. 
Toronto, 
January 9, 1935. 








Topics of Current Jnterest 


The Nature and Food Value of Beer 


Since the return of beer to a place of im- 
portance in the diets of many persons in this 
country the medical profession should be well 
informed concerning the contents and physio- 
logical effects of this drink. 

Beer is essentially a fermented beverage pre- 
pared from. an infusion of hops and malted 
barley, with or without unmalted cereal grains 
other than barley. A brief description of the 
essential steps of manufacture has been recently 
given by Mathis and Bailey. The first step is 
the preparation of malt, for which purpose 
barley is usually chosen. The process consists 
in steeping the barley in water to facilitate 
germination, which is followed by drying. The 
development of enzymes, primarily diastase 
and protease, is the primary object of malting. 
The second essential step is the preparation of 
‘‘mash’’. The diastase of malt is sufficient to 
convert more than the starch in the malt itself 
into fermentable sugar; hence the practice of 
mashing a mixture of malt with raw (un- 
malted) cereals. The malt and raw grains are 
crushed and mixed with water, and the 
‘‘mash’’ is allowed to stand at suitable and 
controlled temperatures. During this process 
the cereal starches are converted into ferment- 





1, MaATHIs, W. T. AND BAILEY, E. M.: Beer, Bull. Con- 
necticut Agricultural Experiment Station, 1934, 
363: 660. 
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able sugars and the proteins are in part trans- 
formed into soluble forms such as amides, 
peptones and albumoses. The liquid is drawn 
off, the mash washed, and the washing added 
to the liquid. This product constitutes the 
beer wort. After the wort has been boiled, hops 
are added and the boiling is continued. After 
cooking and sedimentation, the wort is drawn 
off or filtered and is ready for fermentation. 
The final process of fernientation is produced 
by the addition of selected cultures of yeast 
and may be carried out in various ways and at 
different speeds. Naturally this is only a gen- 
eral description of the process, since each con- 
stituent and each step is part and parcel of the 
distinctive nature of different types and brands 
of beer. 

One of the final products of especial impor- 
tance is the alcoholic content, which has been 
the subject of numerous reports.” Thus soon 
after the 3.2 per cent beer legislation an analysis 
of fifty-two brands of beer was made by the 
New Hampshire State Board of Health and re- 
ported in the Journal of the American Medical 
Association.*»> The average alcoholic strength of 
these samples was found to be 3.68 per cent by 
volume. The lowest was 3.2 and the highest 
was 4.1 per cent. Similarly Mathis and Bailey 
report the analysis of the aleohol percentage by 
volume of a number of beers before and after 
repeal of the eighteenth amendment. Of thirty- 
seven domestic light beers before repeal, the 
average alcohol by volume was 3.7 per cent, the 
maximum 4.03 and the minimum 3.01. Of ten 
light beers (many of the brands included in the 
earlier analysis) analyzed after repeal, the aver- 
age aleohol by volume was 4.64, the maximum 
5.23 and the minimum 4.02. 

The food value of beer, as measured by 
calories, is not wholly dependent on the alcoholic 
content. For example, Lusk* states that ‘‘a 
litre of German beer contains from 3 to 4 per 
cent of aleohol and from 5 to 6 per cent extrac- 
tives. It yields 450 calories to the body, only 
half being derived from aleohol, the rest from 
dextrin and protein-like extractives. Here is a 
food material whose ‘fattening’ properties may 
be very highly considered.’’ Christie* has econ- 
sidered the same subject in relation to the 
nutritive value of other fluids containing alcohol. 
While the number of calories per ounce of the 
malt liquor is for the most part lower than that 
of an equal quantity of wines, liqueurs and 
spirits, the former are usually taken in much 
larger quantities than the latter and hence the 
total calory intake is generally more. Christie 


2. (a) MATHIS AND BatLEy.1 (b) Beer and Alcohol, 
Bureau of Investigation, J. Am. M. Ass., 1933, 
101: 1579. 

3. Lusk, G.: Science of Nutrition, ed. 4, Philadelphia, 
W. B. Saunders Company, 1928. 

4. CHRISTIE, W. F.: Nutritive value of wines and beers, 
Practitioner, 1932, 129: 721. 


concludes, therefore, that light beers are ideal 
for the undernourished, and if the calories of 
beer are added to those of the usual diet there 
would seem to be no doubt of the practical value 
of his statement.—J. Am. M. Ass., 1934, 103: 
1951. 





Homo Sapiens Delawarensis 


Dr. W. H. Woods, Mount Brydges, Ont., an- 
nounces the discovery of a pre-historic human 
skull, the only one ever found in Canada and 
recognized as being pre-historic. Workmen 
found it at the bottom of a twelve foot face of 
gravel in a pit at Delaware, Ont. This gravel 
pit forms part of the middle one of three ter- 
races which the Thames River has at this point. 
Dr. T. H. Clarke, Professor of Palzontology, 
MeGill University, says this gravel terrace 
‘‘accumulated quite rapidly over a period of 
not more than fifty to one hundred years, some 
fifteen to twenty thousand years ago.’’ 

The skull, of the modern type, is of that of 
a male Indian, of powerful physique and about 
sixty years of age. It is scored by the stones 
and is somewhat distorted in shape from the 
gravel pressure. 

A bird stone was found, a couple of hundred 
yards from the gravel pit, several feet below 
the surface, while an excavation was being made 
for a road bridge abutment in the middle of 
the river. Probably this artefact would be con- 
temporaneous with the Delaware man and would 
show the inhabitants at that time were possessed 
of a very considerable amount of skill. Within 
less than a ten mile radius from Delaware in 
each of three situations, the remains of a masto- 
don have been found. One of these, almost a 
complete skeleton, like the skull, has been pre- 
sented to the University of Western Ontario, at 
London. 

The Americas were colonized from Asia, via 
a land bridge, where now are the Behring 
Straits, over which men and animals were free 
to come and go. All the varying types of men 
in America until the time of Columbus were 
just variations of this primitive strain, caused 
by the environment in the different places they 
settled. 





On Some Words and Their Uses 


In their well known book on the art and 
practice of medical writing, G. H. Simmons and 
Morris Fishbein write that as bricks are the 
individual elements that form the structure of 
the house, so words are the individual elements 
in the structure of an article. They go on to 
state that words poorly chosen or wrongly 
used, like cracked or discoloured bricks, may 
destroy the pleasing effect of an otherwise 
perfect edifice. Some people do not seem to 
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mind if their houses are built of cracked or 
discoloured bricks. A frequent contributor to 
medical journals once said: ‘‘Why won’t you 
let us write as we speak; what does it matter 
whether we use what you call King’s English 
or not?’’ This man spoke the commonly used 
jargon of the wards and the laboratory. His 
meaning was probably clear to himself and to 
those who spoke as he did, but sometimes his 
words passed beyond the stage of ambiguity 
and conveyed a meaning that he obviously did 
not intend them to convey. It may be useful 
to give some examples of words and phrases 
that are often wrongly used. 

The greatest confusion appears to exist in 
the minds of medical writers between a test 
and the result or reaction that follows its 
application. They write: ‘‘In this condition 
the test is positive’’, ‘‘He gave a positive test’’, 
and so on. A test gives a result; it produces 
or does not produce a reaction. When a man 
talks or writes of a positive test, one wonders 
whether his method of using the test or 
whether his interpretation of its result is as 
inaccurate as his description. Again, many 
people profess to find pathology in organs or 
tissues, or they say that pathology is shown on 
an x-ray film. The word pathology cannot 
mean anything else than ‘‘that branch of medi- 
cine which treats of the essential nature of 
disease, especially of the structural and func- 
tional changes caused by disease’’. Pathologi- 
eal change occurs in a tissue or an organ. 
Another word that is done to death is the word 
‘‘marked’’. This is merely a habit. The word 
is used so often that the reader is at a loss to 
know what the author means by it. Three out 
of four signs or symptoms mentioned by most 
clinicians are ‘‘marked’’. If tenderness is in- 
tense, why should it not be described as 
intense? To eall it marked is absurd when in 
the next phrase the writer or speaker uses the 
word in reference to some symptom that 
merely attracts the patient’s attention. It 
would show commendable zeal if some high- 
minded purist would offer a prize to the first 
clinician who could give a clinical demonstra- 
tion at a Branch meeting without using the 
word ‘‘marked’’. And what horrible things 
are done to patients in the name of medicine! 
Patients are explored, they are operated, they 
are refracted, they are collapsed. Authors 
sometimes insist on using expressions of this 
kind in spite of protest. Simmons and Fishbein 
are eloquent in this regard: ‘‘Such usage of 
intransitive verbs in the transitive sense has no 
justification in the laws or grammar, nor in 
the usage of people of even ordinary education. 
Even less justification exists for transposing 
ordinary common nouns into verbs which do 
not exist. Astronomers never telescope the 








sky; bacteriologists never microscope their 
slides; but urologist do not hesitate to cysto- 
scope their patients.’’ In addition, we may 
ask whether there has ever been a radiologist 
who did not x-ray his patients, and how many 
there are who do not speak of the skiagram 
as the ray: ‘‘The ray shows a caleculus.’’ 

Apart from such cacophonous jargon medical 
writers are extraordinarily careless, especially 
when they mean to be impressive. One or two 
examples will make this clear. A well known 
consultant wrote not so long ago that in 
‘‘malignant disease of the breast it can safely 
be predicted that death will occur unless some 
other fatality intervene’’. A surgeon wrote 
that he thought it quite right to start an 
operation with an empty stomach. The reader 
wondered whether the surgeon had not mis- 
taken his vocation, and whether he was not 
thinking of some sacerdotal rite in which he 
would like to take part. Later in the narrative 
it appeared that the reference was probably 
intended for the patient’s stomach and not the 
surgeon’s. The late Clifford Allbutt is said to 
have revised his manuscripts four times before 
sending them to the publisher. Osler wrote 
five times before he was content with his 
efforts. Anatole France, whose choice of words 
must be the envy of all who read his works in 
the original, insisted on seven revisions and 
thought that an eighth was desirable. If a 
paper is worth presenting to a medical audience 
on account of its subject matter, it is a poor 
compliment to the audience to think that no 
trouble need be taken with the method of its 
presentation. 

Most students of English know and value 
Fowler’s ‘‘Modern English Usage’’. They 
revel in what he has to say of inaccuracies, of 
elegant variations, of genteelisms, and so on. 
Would that a medical Fowler might arise to 
write on English usage for medical men. How 
he would satirize the modesty of those who 
seorn to use the first personal pronoun, but 
refer to themselves as ‘‘one’’; how he would 
laugh at our various ’ologists—phthisiologist 
is the latest to appear on the horizon—and he 
might suggest that there were such persons as 
pneumonokoniosiologists and hysterosalpingo- 
graphologists. He would ask the writer on 
lesions of the upper abdomen how many ab- 
domens he had; medical jargon would give him 
endless scope for satire. 

The end of the matter is that we should pay 
serious attention to the correct use of words. 
At the same time we should not lose our sense 
of humour—we should laugh at ourselves and 
oceasionally at one another. This would be a 
useful antidote to carelessness. — Med. J. of 
Australia, 1934, 2: 549. 
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IV. 
Alexander v. Kirkland* 


New Brunswick—X-ray burns—Negligence of specialist 
-—Statutory limitation—Meaning of ‘‘ professional ser- 
vices’’—Distinction between action for malpractice and 
for assault—Standard of care—Duty to warn patient 
before giving x-ray treatments—Duty of x-ray specialist 
to diagnose patient’s condition before giving treatments. 


This was an action for damages against a 
specialist for burns caused by his alleged 
negligence in the giving of x-ray treatments. 


For some time prior to the spring of 1931 the 
plaintiff had been troubled with an irritation 
of the rectum. Whatever may have been the 
actual cause of the trouble, x-ray treatments 
were prescribed, and the plaintiff was referred 
to the defendant, as the x-ray specialist at the 
Saint John General Hospital. The x-ray treat- 
ments were administered, the first on March 3, 
1931, the second on March 21st, according to 
the defendant and the hospital records; on 
April 13th, according to the plaintiff. Some 
time after this second treatment a burn de- 
veloped, which subsequently ulcerated, causing 
the plaintiff great pain and inconvenience, and 
prevented her from carrying on her work in 
the ordinary way. When these burns began to 
develop she communicated again with the de- 
fendant, the last of these visits being, according 
to her testimony, on the 23rd or 24th of July. 
The defendant, however, swore that he had not 
seen her after the 13th of April, when he ex- 
amined her but gave her no treatment. This 
point was to have some importance. 

Before discussing the plaintiff’s allegation 
that the burns and subsequent inconvenience 
suffered by her were due to the defendant’s 
negligence, the court considered the defence 
that the plaintiff’s action was barred by a 
statutory limitation. A technical defence of 
this kind is of course of particular interest to 
the lawyer, but might perhaps be referred to 
here. The defendant’s contention was that the 
plaintiff’s action was barred under section 37 
of the New Brunswick Medical Act, which 
provides that no duly registered member of the 
New Brunswick Medical Society shall be liable 
to any action for negligence or malpractice by 
reason of professional services requested or 
rendered unless such action ‘‘be commenced 
within one year from the date when in the 
matter complained of such professional services 
terminated’’. 





* Decision rendered on August 6, 1934, in the 
Supreme Court of New Brunswick, King’s Bench 
Division, and as yet unreported. A decision on an in- 
cidental question of procedure in the same case, delivered 
by Barry, C.J.K.B., is reported in (1934) 2 D.L.R. 525. 


1. 10 Geo. V. (1920) ¢. 52. 





The defendant argued further that he was a 
servant of the Commissioners of the Saint John 
General Hospital as a roentgenologist only; 
that the plaintiff employed the commissioners 
and not the defendant to treat her; and, while 
admittedly this would not relieve him from 
responsibility for negligence when actually ad- 
ministering the x-ray, still, once the treatments 
were given, his work was over and his responsi- 
bility must end with that. Since even the 
plaintiff admitted that no x-ray treatments were 
given after April 13, 1931, this would mean that 
the action, having been instituted on May 23, 
1932, would be barred under section 37. 

To this the plaintiff replied with two argu- 
ments in particular. It was said, first, that the 
professional services ‘‘in the matter complained 
of’’, referred to in section 37, ought properly 
to inelude any subsequent professional advice, 
attention, or prescription connected with or 
arising out of the original treatments, and that 
such advice, attention, or prescription had been 
given within the period of a year, namely, as 
late as the 23rd or 24th of July. With the 
plaintiff’s interpretation of section 37, namely, 
that professional services ‘‘in the matter com- 
plained of’’ included any subsequent pro- 
fessional advice, attention or prescription, the 
court agreed, but as a question of fact it held 
that there had been no consultation whatever 
with the defendant later than April 13, 1931, 
and therefore that the plaintiff’s action was 
barred. 

The plaintiff argued, secondly, that the 
action, even if barred under section 37 of the 
New Brunswick Medical Act, as being an action 
for negligence and malpractice, might still be 
maintained as an action for assault, in which 
the statutory limitation is two years instead of 
one. To this the court replied that ‘‘assault 
would arise where an operation or treatment 
altogether unauthorized or requested was 
given; malpractice, where negligence occurs in 
the execution of an operation or treatment 
authorized or requested,’’ and that the action 
in this case was obviously one for malpractice 
and barred by the statutory limitation of one 
year. 

This in itself was sufficient for dismissing 
the action. The court, however, in view of 
the important questions of medical practice 
involved, discussed exhaustively the merits of 
the action. The discussion, though perhaps of 
lesser value from the legal point of view, since 
it could have no effect on the final decision of 
the case, is not less interesting for that reason 
to a medical man, and should be referred to 
here. The general rule as to the degree of care 
and skill required of those engaged in the 
practice of medicine is in fact this. Every 
person practising medicine or any other learned 
profession undertakes to bring to the exercise 
of it a reasonable degree of care and skill. The 
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medical man does not undertake that he will 
perform a cure, any more than the attorney 
undertakes that he will gain his client’s case. 
He does not undertake to use the highest 
possible degree of skill, but he does undertake 
to bring a fair, reasonable and competent de- 
gree of skill to the case.? In other words, there 
is no liability for honest error of judgment. 
Before the medical man is responsible he must 
have shown an absence of reasonable skill and 
diligence, must have shown, in the common 
law phraseology, negligence, or, in the civil 
law, fault. But in deciding what is reasonable 
eare and skill a more stringent test is applied 
to the specialist than to the ordinary practi- 
tioner. ‘‘Special profession involves higher 
duty ; and the standard to be attained is that of 
the specialist amongst medical men, and not that 
of the general practitioner, and this includes 
proper instructions to the nurses and to the 
patient for their conduct in the intervals of the 
doctor’s attendance.’” 

It had been alleged, first of all, that the 
defendant had been negligent in not giving his 
patient a sufficient examination to discover if 
she suffered from an idiosynerasy and, there- 
fore, if she were a subject to whom x-ray treat- 
ments could be administered without bad effects. 
On this point the court held that there could be 
no negligence, since there is no known method 
of determining in advance whether a particular 
person suffers or not from such an idiosynerasy. 

Secondly, the plaintiff alleged that the de- 
fendant had not, before administering the x-ray 
treatments, warned the plaintiff of the possible 
harm that might result from them. It was said 
that, while x-ray is a powerful agent for good, 
its nature is not yet thoroughly understood, 
and, in consequence, its use should be attended 
with the greatest possible care, particularly 
when the possibility of an idiosyncrasy is taken 
into account. Since it is recognized that idio- 
synerasy does exist and that it cannot be 
foretold, there was therefore a legal duty on 
the x-ray specialist to warn his patient of the 
possible harm that might result even from a 
normal dose. To this the court said, ‘‘I have 
come to the conelusion that there is no legal 
duty cast upon a specialist to warn a patient in 
every case of the possible deleterious con- 
sequences that might result from a treatment. 
To insist upon the application of such rule in 
every case, upon the theory that, on account of 
the possibility of the existence of an idio- 
synerasy in the patient harm might result, 
would, in my opinion, be much more harmful 
than beneficial. An atmosphere of uneasiness, 
restraint and fear would frequently be created 
where none need exist, all of which would react 


prejudicially upon both doctor and patient. In 
2. Louphier v. Phipos (1838) 8 C & P. 479. 
3. Beven on Negligence (4th edition), page 1355. 





my opinion it is a question that must depend 
upon the circumstances of each case. If the 
patient insists on being told everything, he 
must be told; it is his right. If the specialist 
intends to produce a burn, or there is any 
reasonable likelihood that a burn may result, 
the patient should be told. If from the knowl- 
edge and experience of the specialist, and con- 
sidering the character of the proposed treat- 
ment, there is no reasonable likelihood of 
danger, but only the remote possibility from an 


.existence of idiosynerasy, there is not, in my 


opinion, a legal duty to warn the patient of 
possible deleterious effects on that ground. I 
find that the defendant was not negligent on 
the ground mentioned in this item.’’ All these 
remarks are important since the present case 
seems to be the first one in which the duty of 
an x-ray specialist to warn his patient before 
giving treatment has been definitely adjudi- 
cated upon in Canada. 

It was alleged, thirdly, that the defendant 
was negligent in not giving the plaintiff a 
sufficient and proper examination to ascertain 
if in his opinion she was actually suffering 
from an ailment which should have been treated 
with x-ray. The court held, however, that 
there is no duty upon an x-ray specialist to 
diagnose the patient’s condition when she has 
come from a reputable physician, as had been 
the case here. Other allegations of negligence 
on the defendant’s part were made, but they 
are of less interest and, in all, the court held 
for the defendant, dismissing the action with 
costs.—G.V.V.N. 





Abstracts from Current Literature 


Medicine 


The Monocyte, Monocytosis, and Monocytic 
Leukosis: A Clinical and Pathological Study. 
Doan, C. A. and Wiseman, B. K., Ann. Int. 
Med., 1934, 8: 383. 


Modern studies leave no doubt as to the 
separate identity of the monocyte. It is one of 
the two types of cells arising from the reticulo- 
endothelial system. Monocytes can be found 
regularly arising in the spleen and peripheral 
lymph nodes, but only under pathological con- 
ditions, in the bone marrow. Criteria by which 
the monocyte and the monoblast may be recog- 
nized are discussed. 

Nine cases of monocytic leukemia were care- 
fully studied, 5 coming to post-mortem. Con- 
siderable evidence was found to support the 
contention that the monoblast, lymphoblast, 
and myeloblast arise from a common stem cell. 
In all their cases, the authors found a ‘‘shift 
to the left’’ in both the lymphoid and myeloid 
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cells, but unequal division of nucleoli and 
asymmetrical distribution of nuclear chromatin 
occurred only amongst the monocytes. Only in 
the so-called monocytic leukemia does one 
encounter the liberal sprinkling of myelocytes 
and young lymphocytes together with the 
monocytes. It is probable that cases described 
as being mixed leukemia are really of the 
monoeytie variety. The epithelioid cell of the 
tuberele has proved to be but an altered phase 
in the life cycle of the monocyte. Coincident 
with the increase of these cells in the tissues in 
tuberculosis there is an inerease in their repre- 
sentation in the blood stream. It has been 
established that the lipoids of the tubercle 
bacillus are solely responsible for the monocyte- 
epithelioid proliferation in tuberculosis. Con- 
versely, the cellular reactions in certain diseases 
known to involve disturbances in the lipoid 
metabolism appear to be largely of monocytic 
origin. In typical Hodgkin’s disease the char- 
acteristic blood picture includes an absolute, as 
well as a relative, monocytosis. This disease 
provides an interesting transition between the 
sroup of diseases showing a monocytosis and 
those definitely leukemic in nature. In the 
authors’ eases of monocytic leukemia the 
histopathology of the lymph nodes and spleen 
was indistinguishable from that of typical 
Hodgkin’s disease. 

It would seem that the basic studies of the 
effect of tuberculo-lipoids on monocytosis may 
help in the elucidation of Hodgkin’s disease, 


the xanthomatoses, and monocytic leukemia. 
H. GODFREY BIRD 


Treatment of Chronic Heart Disease by Total 
Ablation of the Thyroid Gland. Davis, D., 
Weinstein, A. A., Riseman, J. E. F. and 
Blumgart, H., Am. Heart J., 1934, 10: 17. 


This is a study of the rate and character of 
changes in the heart size in 37 patients, and 
changes in the electrocardiographic voltage in 
32 in whom artificial myxcedema was produced 
by total ablation of the thyroid gland. Ob- 
servations were made on three groups of 
patients. The first was a group of 22 with 
congestive failure due to various types of heart 
disease. The second comprised 10 patients 
with angina pectoris, and the third, 4 patients 
with no heart disease. The degree of hypo- 
thyroidism was estimated by measurements of 
the basal metabolic rate, the velocity of blood 
flow, the blood cholesterol and the signs and 
symptoms of myxedema. It would appear 
that the changes in heart size in those cases of 
congestive heart failure were due to two op- 
posing factors; namely, the effect of the hypo- 
thyroid state tending to increase the size of the 
heart and the restoration of circulatory com- 
pensation tending to decrease the size of the 
heart. Fifteen cases with congestive failure 
showed an inerease in the size of the heart; 3 


showed no change, and 4 showed a decrease. 
Of those with angina pectoris, 8 showed an 
inerease and 3 no change, and those with no 
heart disease showed an increase in heart size 
in 3 eases, and in 1 no change was noted. In 
the majority of cases in all groups the electro- 
cardiogram showed a low voltage of P and T 
waves; the other cases showing no change. It 
was observed in this series that in spite of the 
changes in heart size the patients showed a 
disappearance of the signs and symptoms of 
congestive failure or angina pectoris, with per- 
sistence of improvement for three to twelve 
months, and in no ease was there impairment of 
cardiac function following operation. It is con- 
cluded, therefore, that the myxcedema heart, in 
the sense of a condition aggravating or pre- 
cipitating attacks of congestive failure or 
angina pectoris, does not develop when hypo- 
thyroidism is produced by total ablation of the 
normal thyroid gland in patients whose meta- 
bolism is maintained at about minus 30 per 
cent. 

W. H. HATFIELD 


The Relation of Amidopyrin and Allied Drugs 
to the Etiology of Agranulocytic Angina. 
Jackson, H., Jr., Am. J. M. Sc., 1934, 188: 
482. 


The author has made a statistical study of 
available cases of agranulocytic angina with 
special reference to the rédle of amidopyrin 
(pyramidon) in the etiology of the disease. 
The study was suggested by various published 
reports emphasizing the frequency with which 
the disease follows the administration of this 
or other drugs of similar nature, all of which 
contain a masked benzene ring. In all 27 cases 
were investigated. In 26 of the cases studied 
the disease followed the administration of 
amidopyrin or allied drugs. However, 44 per 
cent of the patients received no drugs of this 
type, and yet their clinical and hematological 
pictures were similar in every respect. In the 
remaining 30 per cent of the cases a critical 
examination of the histories shows that 
although such drugs had been taken, yet they 
could not have had any causative relation to 
the disease. 

E. 8. MILLs 


Surgery 


Intussusception in Infancy and Childhood. 
Ladd, W. E. and Gross, R. E., Arch. Surg., 
1934, 29: 365. 


This report is based on 372 cases of intus- 
susception during the period from 1908 to 
1932, inclusive, which were recorded at the 
Children’s Hospital, Boston, when 121,515 pa- 
tients were admitted to the wards and private 
wing of this hospital. Eighty-seven per cent of 
the eases occurred in children under two years 








332 





Tuk CANADIAN MEDICAL ASSOCIATION JOURNAL 





[ Mar. 1935 


— 





of age, and 70 per cent in children between the 
ages of 4 and 11 months, with the peak of 
incidence with those at 7 months. The 
youngest patient was 17 days old and the 
oldest 11 years. The authors state that, un- 
fortunately, from the study of their material 
no contribution has been made to the knowl- 
edge of the pathogenesis of intussusception. 
Fourteen of the invaginations were caused by 
inverted Meckel’s diverticula, two by intestinal 
polyps, one by an enterocyst, one by a 
lymphoma of the ileum. These were the only 
demonstrable factors. Their studies do not 
support the contention of Fraser that intus- 
susception is commonest among children of the 
poor, because errors in diet are the most fre- 
quent in this class. In their series the condi- 
tion occurred most frequently in well developed 
and well nourished children. 

The most frequent symptoms were attacks of 
abdominal pain, pallor, sweating, vomiting, and 
bloody stools, occurring in a previously healthy 
child. On physical examination the chief find- 
ings were shock, dehydration, a palpable ab- 
dominal mass, blood from the rectum, and, 
possibly, a mass palpable by rectal examination. 
In the ileo-colic variety roentgen examination 
was characteristic, but in the average case of 
acute intussusception was not necessary. The 
treatment was by operative reduction and re- 
section, where reduction was not successful. 
Only two of the resection cases survived. The 
mortality in all cases, in five year periods, has 
shown a steadily downward trend from 59 per 
cent in the 1908-1912 group to 14 per cent, in 
the 1928 to 1932 group. Sixty cases were seen 
in the past five years within thirty-six hours 
from the onset of the lesion and all recovered 
from the operations. 

G. E, LEARMONTH 


The Operative Treatment of Facial Palsy. 
Duel, A. B., Brit. M. J., 1934, 2: 1027. 


The author, with Sir Charles Ballance, at- 
tempted the direct repair of the facial nerve 
by introducing a freshly excised graft from 
another nerve into the gap left by the removal 
of a piece of the facial nerve in the aqueduct. 
After a year’s experimental work in monkeys 
they had demonstrated that facial movements 
both voluntary and emotional could be restored 
in this manner. Autoplastic grafts either from 
motor or sensory nerves, reversed or unre- 
versed, could be used. Subsequent work on 
clinical cases revealed that the gap to be 
bridged might be anything up to 200 mm. The 
anterior femoral cutaneous nerve was there- 
fore selected as providing a suitable length of 


graft. The first response to faradism in the 
clinical eases oceurred after a period of 
months. The abnormal delay in the appear- 


ance of recovery was believed due to the time 
taken for Wallerian degeneration to develop in 


the graft. Therefore if a graft which had 
undergone degeneration before transference 
was used this abnormal delay should not occur. 
This hypothesis was tested experimentally by 
using a graft from the anterior femoral cutane- 
ous nerve which had been divided proxima! to 
the graft 3 weeks prior to the operation. 
Facial response was restored in from one- 
quarter to one-half of the time required when 
fresh nerve graft was used. 

The facial nerve is uncovered by removing 
the outer wall of the aqueduct, working up- 
ward from the stylomastoid foramen. When it 
is necessary to uncover the nerve above the 
horizontal semicircular canal the approach is 
from the back. The nerve is uncovered from 
5 mm. above the lesion to the stylomastoid 
foramen. Its sheath is slit with a very sharp 
Graefe knife. A section including the scarred 
area of the nerve is removed, being cut off 
clearly and squarely. The previously prepared 
graft, handled with the utmost gentleness, is 
then laid in, and not stretched. Oozing of 
blood is controlled while the graft is laid in, to 
prevent blood collecting between the ends of 
the graft and the recipient. The ends then 
become glued together sufficiently to prevent 
subsequent entrance of blood. The slit sheath 
is laid against the graft, and the incision 
covered with a strip of dentist’s gold leaf. The 
wound is left open and packed loosely with 
gauze wrung out of normal saline. The super- 
ficial dressing is changed daily. At the end of 
a month the wound is closed. Faradie stimula- 
tion may be carried out at this time. Response 
indicates returning voluntary and emotional 


power in the muscles. 
STUART GORDON 


Obstetrics and Gynecology 


The Vomiting of Pregnancy Treated as a Tem- 
porary Relative Insufficiency of Maternal 
Cortico-Adrenal Function. Kemp, W. N., 
Med. Rec., 1934, 140: 239. 


The cortico-adrenal theory postulates that the 
nausea and vomiting of the first trimester of 
pregnancy are specific manifestations of a tem- 
porary relative insufficiency of the secretion of 
the vital maternal adrenal cortex. It is based 
on the following known clinical and experi- 
mental data: (1) the maternal adrenal cortex 
undergoes hypertrophy during pregnancy; (2) 
the earliest signs of cortico-adrenal insufficiency 
in experimental animals are anorexia and vomit- 
ing; (3) in human beings with cortico-adrenal 
insufficiency (Addison’s disease) the earliest 
clinical symptoms are anorexia and morning 
sickness; (4) the post-mortem findings in women 
dying from hyperemesis gravidarum are remark- 
ably similar to the necropsy findings after com- 
plete adrenalectomy in animals and to those 
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found in human beings dying from Addison’s 
disease. Os 

The secretion of the adrenal cortex, cortin, 1s 
essential to all higher animal life. When it 1s 
absent or totally insufficient death is inevitable 
unless exogenous cortin and (in a crisis) intra- 
venous fluids are supplied. In pregnancy the 
presence of the fetus throws an increased meta- 
bolic load upon the mother; consequently there 
is need for an increased quantity of that ap- 
parent hepatic catalyst, cortin. If the woman's 
cortico-adrenal function were just adequate for 
her normal needs before pregnancy, then fol- 
lowing conception there will exist a temporary 
state of cortico-adrenal insufficiency which will 
continue until the adrenal cortex has hyper- 
trophied to meet the increased demand for 
cortin. Presumably this adequate hypertrophy 
occurs about the end of the third month of 
pregnancy. During the period of temporary 
partial cortico-adrenal insufficiency which exists 
in 50 per cent of women nausea and vomiting 
occur. 

Prior to February, 1934, 202 cases of vomit- 
ing were treated by 47 different physicians in 
Vancouver; 173 (85.6 per cent) were either 
completely relieved of symptoms (as in the vast 
majority of cases) or were definitely improved. 
Of the 29 failures at least 11 were of the late 
and severe type of vomiting; in at least 3 of 
the balance the onset of pregnancy was very un- 
welcome. The most effective mode of therapy 
was the immediate subcutaneous injection of a 
potent cortico-adrenal extract (250 per cent 
liquid suprarenal extract, Armour). One 
ampoule injected daily for one or two days was 
usually found sufficient to cause immediate and 
complete cessation of vomiting. As soon as im- 
provement with the hypodermic medication is 
noted the daily ingestion of 9 to 12 grains of 
the dessicated suprarenal extract should be com- 
menced, and this can be cut down to 6 grains 
after the patient feels normal. The medication 
can usually be discontinued at or before the end 
of the third month. 

Ross MITCHELL 


An Account of Obstetric Methods at St. Mary 
Abbots Hospital, Kensington. Theobald, G. 
W., Brit. M. J., 1934, 2: 850. 


During the first twelve months under the 
arrangement described over 800 patients were 
confined without resorting either to Cesarean 
Section or to induction of labour in the treat- 
ment of contracted pelvis or of the toxeemias of 
pregnancy. Twelve out of 13 infants were 

orn spontaneously with the occiput in the 
posterior position. The forceps rate was under 
3.5 per cent. The morbidity rate was the 
Owest recorded by any hospital in England. 

The methods used in the labour ward can be 
carried out in any tenement dwelling in the 


country; no sterile gowns, towels, masks or 
stockings being required. A manceuvre for 
estimating whether the head can pass through 
the pelvis is described. It is suggested that 
rendering the urine alkaline during the puer- 
perium by administering potassium citrate is of 
importance in preventing morbidity. A tech- 
nique for preventing mastitis and breast ab- 
scess is given. The value ot the prophylactic 
use of anti-streptococeal serum is stressed. It 
is suggested that the maternal mortality would 
be lessened if midwives were not allowed to 
make vaginal examinations. It is further sug- 
gested that the increasing maternal mortality 
rate must be attributed to increased operative 
intervention. 

Ross MITCHELL 


The Treatment of Trichomonas Vaginalis with 
Sodium Perborate and Quinine. Kahn, |. W., 
Am, J. Obst. & Gyn., 1934, 28: 511. 


A series of 47 cases have been observed and 
treated. A patient was not considered cured 
until she had reported repeatedly for examina- 
tion after six, nine, or twelve menstrual periods 
without evidence of leucorrheea, itching, or other 
annoyanees suggestive of recurrence of the in- 
feetion, and negative hanging-drop microscopic 
examinations. ‘The only excuse for reporting 
such a small series of cases is the uniformity of 
the prompt relief experienced by the patients 
and the apparent permanency of the end-results. 

After a careful history, the patient is ex- 
amined; a hanging-drop specimen is taken from 
the vagina and trichomonads identified ; cultures 
are made and a smear stained for gonococci. 
Having established the diagnosis of T’richomonas 
vaginalis vaginitis treatment is begun. Two 
quarts of a solution of two tablespoonfuls of 
sodium perborate at 100° F. are used to irrigate 
and distend the vagina by means of a special 
occluding vaginal syringe. After the irrigation 
has been completed, the vagina is wiped dry, a 
suitable speculum inserted, and quinine sulphate 
powder is blown into the anterior posterior and 
lateral fornices, down to the introitus, using a 
Powdex powder blower. The labia are separated 
and more powder is blown over the vestibule 
and external genitals. The patient is instructed 
to report daily thereafter for a week, and every 
alternate day for the next week. No vaginal 
douches or suppositories are prescribed. Treat: 
ment is not interrupted by a menstrual period, 
although no irrigations are given during the 
flow; the vagina is merely wiped dry, freed of 
clots, and insufflated with the powder. The 
amount of quinine blown into the vagina at each 
sitting is equivalent to 714 grains, and in very 
bad cases, no more than 15 grains. This is 
enough to coat all the vaginal walls and the 
external genitals. 


Ross MITCHELL 
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Pediatrics 


The Relapse in Scarlet Fever. Anderson, J. S8., 
Arch. of Dis. in Child., 1934, 9: 373. 


The author states that in England during 
the past ten years scarlatina has been relative- 
ly benign in character, the mortality seldom 
exceeding 1 per cent. We have come to expect 
the development of immunity after an attack 
of scarlatina, but this is not invariable, as is 
often proved by the occurrence of second 
attacks and relapses. Anderson points out that 
the benign type of the disease prevalent at the 
present time frequently fails to produce im- 
munity in the patient, so that second attacks 
and relapses appear to be more common than 
they were, and may, indeed, be even more 
common in the future. He suggests that the 
partial and insufficient immunity which is 
present in mild cases may be augmented by the 
injection of searlatinal toxin. Apart from the 
personal aspect of the case, the problem has an 


important economic and public health bearing. 
JOHN NICHOLLS 


Cutaneous Myiasis in Infants. Silverthorne, 
N. and Brown, A., Arch. of Dis. in Child., 
1934, 9: 339. 


Drs. Silverthorne and Brown, of Toronto, 
report three cases of this somewhat rare affec- 
tion. The lesions resembled insect bites, 
pustules, or boils. They occurred on the face, 
head, or arm, and were multiple. When the 
lesions were well advanced maggots were 
noticed therein. The infestation was due to 
burrowing of the larve of a fly known as 
Wohlfahrtia vigil Walk. Infestation by this fly 
was first recorded by E. M. Walker who re- 
ported 2 cases in 1920 and 2 more in 1922. 
Eight cases in Canada have been reported up 
to 1931. Most occur in the month of June and 
in infants who had been sleeping out of doors. 
It is said that the flies are to be found along 
railway tracks, and the larval form probably 
develops in young mammals (Walker). The 
lesions, naturally, occur on the exposed parts 
of the body, where the larve ean actually 
penetrate the skin. Children sleeping out of 


doors should be carefully screened. 
JOHN NICHOLLS 


Ophthalmology 


Newer Knowledge of Bacteriology Applied to 
Ophthalmology. Gowen, G. H., Am. J. 
Ophth., 1934, 17: 820. 


While experimenting on the source of staphy- 
locoeci in the normal conjunctiva, rough 
colonies (R) were frequently recovered from 
the skin surfaces around the eye. The réle of 
these has been conceded to be that of a non- 
virulent mutant of the smooth (S) type. This 


smooth-to-rough change is being more and more 





thought of in terms of immunological response, 
with a resultant defensive mechanism. That 
the change from §S to R is an attentuation 
phenomenon was early voiced by Pasteur. 

The following criteria are, in general, char- 
acteristic of the R mutant type. The colonies 
are rough, irregular and flat, agglutinate in 
broth, with an expansive growth on agar; the 
colonies on agar are translucent, the secondary 
colonies, seldom ; biochemical inactivity ; atypi- 
eal morphology; loss of motility in motile 
species; no capsules; more frequently present 
in carriers and convalescents; and greater 
susceptibility to phagocytosis. 

A study was made of the colonies recovered 
from the eyelids of 5 persons. The character- 
isties of these R type forms were in accordance 
with the list given above. The author’s con- 
clusions are as follows: The fact influencing 
S to R mutation is constantly present on the 
normal skin surface around the eye. The 
potency of this factor is proportionate directly 
to the distance from the lid borders. This 
factor may be related to the acid reaction in 
the skin, and is diminished or absent in patho- 
logical skin conditions around the eye, but 
returns on convalescence. The S to R mutation 
on the skin is a protective mechanism ; the per- 
centage of S to R mutation may be taken as an 
indicator of the power of the skin to resist 
infection and to rid itself of exogenous 
organisms. The low normal limit of skin 
resistance might arbitrarily be given as 10 to 
15 per cent, and anything below 10 could be 
considered potentially a susceptible skin. A 
low percentage is associated with the presence 
of S. aureus or citreus on the skin. By classify- 
ing the skin surfaces of the eyelids according 
to the degree or resistance on the basis of S to 
R mutation, and by building up this resistance 
in suseeptibles by biological methods, the com- 
mon staphylococcie infections around the eye, 
particularly styes, can be prevented. 

S. Hanrorp McKEE 


Xerosis in the Eye Clinic: A New Local Treat- 
ment. Cornet, E., Ann. d’Ocul., 1934, 171: 
484. 


Xerosis, xerophthalmia, or keratomalacia, is 
due to absence of vitamin A, or more exactly 
‘‘avitasterinose A’’. It was not until 1902- 
1903 that Mackenzie and Koun noted the rela- 
tion which existed between this disease and the 
state of nutrition. 

Xerosis is an ocular disease found especially 
in the Orient and often causes blindness. It 
may be cured by local treatment, but the prog- 
nosis remains serious because of the relation 
of the disease to the patient’s general condi- 
tion. The treatment suggested by Cornet is as 
follows. The subconjunctival injection of fresh 
sterilized milk of 115°, 0.5 to 1 ¢.e. in an eye 
every 2nd, 3rd, 4th and 5th day; instillation 
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of olive oil or cod liver oil; prescribing of 
milk, human or fresh from healthy cows, or 
boiled. Yolks of eggs, green vegetables, 
oranges and cod liver oil are also prescribed. 
The serum of Quinton, and appropriate pul- 
monary and intestinal examination and treat- 
ment are made use of. In the ease of a xerosis 
ulcer the instillation of olive oil and cod liver oil 
should be omitted. Atropine or eserine, plus 
ai 6c 2? * : 
argyrol or ‘‘argovyl’’, as —— meee 


Senile Cataract; Post-operative Plastic Iritis; 
Means of Avoiding this Complication. 
Cerchez, V., Ann. d’Ocul., 1934, 171: 406. 


Plastic post-operative iritis does not occur in 
patients where the extraction of the lens is 
done in the capsule. On the other hand, it is 
very frequent in patients operated upon for 
cataract by removal of the capsule, or where 
much lens substance is left behind. Besides 
infection, the remaining lens substance un- 
doubtedly plays an important part in the 
appearance of the iritis. Post-operative iritis 
may appear not only in persons with a positive 
Wassermann but also where it is negative, as 
operative trauma may play an important part 
in its appearance. This post-operative accident 
may be avoided by employing atropine and 
ointment from the second day after operation, 
continuing it regularly for ten days. By this 
means iritis may be avoided, and the formation 
of adhesions and the appearance of exudate in 
the pupil, which latter, even with intense treat- 
ment, is absorbed with great difficulty, and 
often lessens visual clearness. Plastic iritis is 
cured by local treatment alone. General treat- 
ment is given only in cases where indicated, 
and, of course, must be accompanied by local 
treatment. General treatment given as a pre- 
ventative before operation does not prevent 
plastic iritis. 

S. HAnrorD MCKEE 


Neurology and Psychiatry 


Subdural False Membrane or Hematoma 
(Pachymeningitis Interna Hemorrhagica) in 
Carcinomatosis and Sarcomatosis of the Dura 
Mater. Russell, D. S. and Cairns, H., Brain, 
1934, 57: 32. 


_The association of these pathological condi- 
tons with one another is of considerable 
interest, since it Shows one manner in which 
subdural hematoma can be produced. Four 
cases of metastatic neoplastic infiltration of 
the dura associated with subdural false mem- 
brane or hematoma are described, and the 
records of 24 other eases of metastatic neo- 
Plastic disease of the dura in which no hemor- 
thage or membrane was observed with the 
naked eye are briefly presented. In the former 
tases the subdural false membrane or hema- 
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toma was formed in the areolar layer of the 
dura. It was a consequence of dilatation, 
engorgement, and rupture of the capillaries of 
the areolar layer. When the dura is involved 
locally by a circumscribed metastasis or diffuse- 
ly by direct spread it is unlikely that a sub- 
dural hematoma will also be found. The 
essential type of neoplastic involvement ap- 
pears to be a permeation of veins and eapil- 
laries of the dense layers of the dura, the 
tumour having spread to these vessels from the 
overlying skull. In the areolar layer im- 
mediately adjacent to the endothelium lining 
the subdural space there is a rich network of 
large capillaries with ampullary dilatations. 
These drain outwards into a second plexus in 
the dense dura, and thence either to the 
periosteum of the calvaria or to veins that 
accompany the main meningeal arteries. Ob- 
struction of the veins in the outer dense layers 
of the dura will produce dilatation of the 
capillaries in the inner areolar layer. These 
capillaries are poorly supported on the inner 
side, especially when the intracranial pressure 
is low. It is probable that the formation of sub- 
dural hematoma depends in large part on these 
peculiar features of the areolar layer. 

FRANK A, TURNBULL 


Head Injury— Neurologic and Psychiatric 
Aspects. Strauss, I. and Savitsky, N., Arch. 
Neurol. & Psychiat., 1934, 31: 1. 


The subjective post-traumatic syndrome, 
characterized by headache, dizziness, inordinate 
fatigue on effort, intolerance to intoxicants, and 
vasomotor instability, is organic and is de- 
pendent on a disturbance in _ intracranial 
equilibrium due directly to the blow on the 
head. Negative results on neurological ex- 
amination and a normal mental status are no 
final criterion of the presence, absence or degree 
of damage to the brain resulting from head 
trauma. No opinion should be formed in 
doubtful cases without a systematic clinical 
study — neurological examination, psychologi- 
eal, psychiatric and ophthalmological survey, 
oto-neurological investigation, and study of the 
spinal fluid (including encephalography). 

Careful, exhaustive neurological examination 
will result in fewer cases with no evidence of 
focal involvement of the nervous system. 
Vagueness of a clinical finding is no proof of 
its psychogenicity, nor is one’s inability to 
explain or understand a sign or symptom 
evidence that it is functional. Neglect of the 
study of the conscious mental processes is, in 
part, due to the assumption that minimal 
psychie defects are functional. An organic 
reaction syndrome is present in the less severe, 
as well as the severe, instances of head injury. 
Ready fatigability, emotional lability, difficulty 
in thinking, and mild symptoms of mental de- 
fects are similar to changes in the early stages 
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of the organic psychoses. Extensive defects in 
the visual fields may exist without any com- 
plaint. A correct technique in the study of the 
visual fields is important. The watch test for 
hearing and simple clinical tests for labyrin- 
thine function are inadequate. Encephalo- 
eraphic pictures must be evaluated in the 
setting of the whole clinical complex, including 
the history. A history of encephalitis, con- 
vulsions, or retarded development before the 
accident should make one extremely cautious 
in the interpretation of encephalograms. The 
pictures give limited but valuable information. 
They permit one sometimes to gauge the degree 
of cerebral damage, or at least to convince one- 


self that organic changes took place. 
FRANK A, TURNBULL 


Dermatology 


Cutaneous Diphtheria in Congenital Syphilis. 
Cohen, M. H., Arch. Dermat. & Syph., 1934, 
30: 207. 


The case is reported of an eleven-year old 
girl who had had a profuse, muco-purulent, 
odoriferous nasal discharge for a year and a 
half following a slight trauma. There was a 
great deal of crusting, and when the crusts in 
the nares were removed the nose collapsed, 
revealing the fact that the septum had been 
destroyed. A blood Wassermann test was 
made which was four plus, so she was given 
neoarsphenamine every five days for six doses 
without improvement in the lesion. Then a 
culture was made from the nose and the throat 
and a pure culture of Klebs-Loffler bacilli was 
obtained from both sites. She was given 10,000 
units of diphtheria antitoxin and healing of the 
nasal lesion was very marked in one week’s 
time. 

The report of this case serves as a timely 
warning to be on the look-out for cutaneous 
diphtheria, and also stresses the oft-repeated 
statement that a positive Wassermann reaction 
does not explain every sign or symptom that a 
patient may have. 

NoRMAN M. WronG 


Follicular Lesions in Vitamin A and C Defi- 
ciencies. Scheer, M. and Keil, H., Arch. 
Dermat. & Syph., 1934, 30: 177. 


Lowenthal’s report in November, 1933, on 
‘‘Cutaneous manifestations in vitamin A de- 
ficiency’”’ prompted the present report. Two 
cases are reported. The first patient had 
scurvy which responded well to an antiscor- 
butie diet. She showed non-inflammatory, 
follicular keratoses of the lower part of the 
thighs and upper legs. The second had had 
scurvy periodically, due to eliminating fruits 
and vegetables from the diet on account of a 
very persistent colitis. This patient showed a 
symmetrical eruption on thighs and legs. The 





lesions were dull red, fleshy, follicular papules, 
in which was a ecurled-up hair. The tourniquet 
test caused the appearance of numerous 
petechiw confined chiefly to the hair follicles. 
There was also a toxic neuritis of the anterior 
roots which caused some atrophy of the 
muscles of the left leg. These follicular lesions 
in scurvy have been recognized for many years, 
Jessner having deseribed them in 1893. It is 
only since 1931 that follicular lesions of vita- 
min A deficiency have been recognized. 

The authors feel that skin manifestations of 
early cases of vitamin A deficiency and of 
scurvy are almost identical, but in advanced 
cases of scurvy one sees evidence of vascular 
damage about the hair follicles, which is the 


distinguishing feature. 
NORMAN M. Wrone 


Therapeutics 


The Causation and Treatment of (dema. 
Bennett, T. I., Brit. M. J., 1934, 2: 929. 


The author discusses chiefly the problems of 
renal and cardiac cdema. The two great 
factors responsible for cedema, 2.e., excess fluid 
in the tissues spaces are, first, changes in the 
intracapillary blood pressure, and, second, the 
lowering of the colloidal osmotic pressure of 
the plasma proteins. The normal intracapillary 
pressure is about 27 m.m. of mercury at the 
arteriole end and 13 m.m. at the venule end. 
Systemic hypertension does not raise the intra- 
capillary blood pressure, except in the stage 
where there is cardiac failure. Then, the in- 
creased pressure comes from the venule end, so 
that the normal return of fluid to the capillary 
is impeded, producing cedema. Increased 
capillary permeability is not stressed here as a 
cause of cedema; it is probably only important 
in the production of edema of the urticarial 
type; it may be a factor in the cedema of acute 
nephritis. It is pointed out that sodium 
chloride is not a causal factor in edema, but 
is favourable to the condition, in that it tends 
to hold water in the tissue spaces rather than 
in the circulation; the sodium, not the chlorine, 
ion is responsible. 

As regards treatment, cardiac cedema calls 
for prolonged rest, and digitalis in appropriate 
cases, a salt-free diet, and the employment of 
mercurial diuretics in resistant cases. Of these 
salyrgan is by far the best, having few contra- 
indications. The author considers that these 
mercurial diuretics represent the greatest ad- 
vance in the treatment of cardiac failure by 
drugs since the introduction of digitalis. In 
all cases of cdema accurate record of the 
water balance (fluid intake and output) is most 
important. Acute pulmonary edema tends to 
oceur in eases of left-sided cardiac failure. It 
is one of the most urgent of medical emer- 
gencies and is an indication for prompt vene- 
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section and the administration of morphine. 
The cdema of nephrosis and the nephrotic 
syndrome is due solely to loss of protein from 
the blood plasma, and ealls for a diet that is 
salt-free and relatively rich in protein. Mer- 
eurial diuretics may be used in resistant cases. 
The cedema of glomerular nephritis calls for 
very cautious treatment. In the acute phase 
virtual starvation is necessary ; in chronic cases 
eareful judgment is required for the accurate 
regulation of the protein in the diet and the 
avoidanee of anything which might further 


damage the kidney. 
W. Forp CoNNELL 


The Histidine Treatment of Peptic Ulcer. 
Bulmer, E., The Lancet, 1934, 2: 1276. 


Acting on the assumption of previous investi- 
sators that peptic ulceration may be the result 
of a bodily deficiency in essential amino-acids 
the author has treated 52 cases with intra- 
muscular injections of histidine. He gives 5 
ec. of a 4 per cent solution daily for three 
weeks. Of the cases treated 58 per cent be- 
came symptom-free, with normal radiograms; 
19 per cent, symptom-free, with persisting ab- 
normal radiograms; and 23 per cent were 
unaffected. Of 32 cases followed two to ten 
months after treatment 22 remained symptom- 
free, 3 relapsed, and 7 previous failures failed 
to show any subsequent improvement. 

The treatment was ambulatory. No instruc- 
tions about diet were given and no medicines 
ordered. There were no local or general re- 
actions to the injections. The author found 
that cases of gastric ulceration were more 
amenable than those of the duodenum, and he 
found also that cases presenting symptoms of 
long-standing did not react as well as those of 
shorter duration. 

G. A. CoPPING 


The Therapeutic Effect of Total Ablation of the 
Normal Thyroid on Congestive Heart Failure 
and Angina Pectoris. IX. Post-operative 
Parathyroid Function. Gilligan, D. R., Berlin, 
D. D., Volk, M. C., Stern, B. and Blumgart, 
H. L., J. Clin. Investigation, 1934, 13: 789. 


The observations of Blumgart and his asso- 
clates have shown that in patients without 
thyroid disease complete removal of the normal 
thyroid must be performed, to assure a per- 
sistently subnormal basal metabolic rate. This 
operation, of course, involves invasion of the 
territory of the parathyroid bodies. Hence it 
has been feared that intractable tetany might 
be a sequel. On 73 consecutive patients on 
whom total thyroidectomy was performed, 
signs and symptoms of mild parathyroid de- 
ficiency were manifested after operation in 12, 
or 17 per cent. In these 12 the phenomena 


were transient, disappearing within two weeks. 
The manifestations of hypoparathyroidism are 


attributable to injury rather than to removal 
of the parathyroid glands. The transient 
tetany which sometimes occurs immediately 
after total thyroidectomy can be controlled by 
calcium therapy. Persistent parathyroid in- 
sufficiency oceurs so rarely that it does not 
constitute a contraindication to total thyroid- 


ectomy. 
JOHN NICHOLLS 


Pathology and Experimental 
Medicine 


Proliferative and Exudative Tuberculosis with 
Reference to Their Relationship to the vari- 
ous Fractions Derived from the Tubercle 
Bacillus. Pottenger, F. M., Ann. Int. Med., 
1934, 8: 123. : 


The reaction between the tissues and the 
bacillus throughout the course of tuberculorcis 
is a combination of cell proliferation and exuda- 
tion, with or without tissue destruction. What 
reaction will take place is determined primarily 
by the tissues themselves, and, secondarily, by 
the numbers and virulence of the invading 
organisms. Heredity and environment, both 
internal and external, may greatly modify the 
reaction of the tissues. It would seem that our 
best conception of preponderantly proliferative 
tuberculosis is that it is primarily more a 
reaction of the tissues to the bacilli as foreign 
bodies than to them as living, multiplying 
microorganisms. It is an infection in which 
structural defence predominates over physio- 
logical defence. To the lipoid component of the 
tubercle bacillus has been assigned the property 
of stimulating the tissues to the formation of 
the tubercle. While the body is thus protected, 
a certain protection is also afforded the bacilli, 
so that they may not be destroyed and their 
protein liberated. It is believed that the pro- 
tein of the bacilli, when liberated, is responsible 
for fever, causes proliferation of plasma cells, 
produces sensitization of the body cells, and 
calls out the allergic reaction later. The pre- 
dominantly proliferative case is mild in degree, 
is usually consistent with a long life, but does 
not heal readily. The course is frequently 
progressive, so that, sooner or later, structural 
protection fails. Bacilli develop in large 
numbers, and through their destruction large 
quantities of protein are freed. The mild pro- 
liferative lesion is caused to take on exudative 
characteristics. As a rule, the exudative re- 
action is confined to a limited area because of 
a certain amount of tissue desensitization due 
to the previous escape of small quantities of 
bacillary protein from the proliferative lesions. 
Proliferative lesions may be stimulated to al- 
lergic response and healing by the bacillary 
protein of tubereulin. 

Preponderantly exudative tuberculosis, on 
the other hand, is more acute. Implantations 
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are made by large numbers of bacilli, and are 
accompanied by the liberation of large quan- 
tities of bacillary protein. Here physiological 
reaction predominates over structural defence. 
There is more danger of the disease spreading 
quickly, and more danger of tissue destruction. 
On the other hand, immunity develops more 
quickly, and these lesions will yield readily to 
treatment if it is applied at once. The infection 
is not coextensive with the exudative reaction, 
which is a local tuberculin reaction, and which, 
when cleared away, will leave a fairly free 
lung field. Being acute, this reaction comes on 
before the lung has been seriously injured by 
infection. 

H. GoprrEY BIRD 


Observations Concerning the Mechanism of 
Parathyroid Hormone Action. Collip, J. B., 
Pugsley, L. I., Selye, H. and Thomson, D. 
L., Brit. J. Exper. Pathol., 1934, 15: 335. 


A survey of the available data has appeared 


to substantiate the view that the parathyroid 


hormone exerts its effect on calcium meta- 
bolism by a direct action on the bones. The 
authors set themselves to examine the validity 
of Ellsworth’s suggestion that the increased 
excretion of phosphate in the urine which 
oceurs after the injection of parathyroid ex- 
tracts in human subjects is due to a lowering 
of the renal threshold, which latter is the cause 
of the subsequent rise in the level of serum 
calcium. To this end they completely removed 
the kidneys in 8 male albino rats and then 
injected them with 40 units of parathyroid 
hormone twice daily for 2 days, killing the 
animals 48 hours after the operation. They 
then studied the bones histologically. They 
conclude that the characteristic effect of the 
parathyroid hormone on the bones of rats is 
obtainable after bilateral nephrectomy, and 
henee cannot be ascribed to an action of the 
hormone on the renal threshold for phosphate. 
Since the histological changes in the bone in 
hypervitaminosis D are entirely different from 
those observed in hyperparathyroidism it is 
difficult to believe that irradiated ergosterol 
acts merely by stimulating production of the 
parathyrord hormone. 

JOHN NICHOLLS 


Cancer of the Stomach in Two Brothers. Pack, 
G. T., Ann. Surg., 1934, 100: 1017. 


A 52 year old man was operated upon for 
carcinoma of the stomach. The tumour was 
situated in the antrum of the pylorus, and was 
diagnosed as an adeno-carcinoma, grade III. 
While he was in the hospital his 54 year old 
brother visited him, and related to the surgeon 
that he had lost about ten pounds in the last 
month worrying over his brother. He had 
never had any nausea or vomiting, no pain, no 
discomfort to suggest that he might have a 


cancer. More to allay his fears than to find a 
cancer an x-ray picture was taken, which re- 
vealed cancer in the antrum of the pylorus. 
He was operated upon; the site of the tumour 
was the same in his ease as it had been in the 
brother, and the histological diagnosis was 
adeno-carcinoma, grade III. Both cancers were 
in the operable stage. There are four others in 
the family, and the surgeon is examining them 


periodically for gastric carcinoma. 
MADGE THURLOW MACKLIN 


- Hygiene and Public Health 


The Cellular Response of Lymph Nodes to 
Various Dust Suspensions Introduced into 
Lymphatics. Stiiber, K., J. Ind. Hyg., 1934, 
16: 282. 


Some time ago a method was reported in 
these columns for determining the patho- 
genicity of certain dusts by the production of 
a cellular response in the peritoneum. This is 
a similar method, using the lymphaties as a site 
for injection and the lymph nodes as the place 
to observe the cellular response. Various dust 
suspensions were injected. The cellular re- 
sponse of the lymph nodes to the injection 
of dusts with a considerable free silica con- 
tent is essentially different from that to 
other particulate material, the latter being 
phagocytosed only by normal lymph phago- 
eytes. The pathological picture is described in 
detail. It is suggested that this method may 
be developed into a rapid means of determining 


the toxicity of certain dusts. 
FRANK G. PEDLEY 


The Cellular Response of Lymph Nodes to 
Suspensions of Crystalline Silica and to Two 
Varieties of Sericites Introduced through 
Lymphatics. Drinker, C. K., Field, M. and 
Drinker, P., J. Ind. Hyg., 1934, 16: 296. 


It has been suggested that the cause of 
silicosis may really be due to sericite and not 
to free silica itself. Sericite is essentially a 
combination of silica and Al, O,. Applying the 
method of Striiber of injecting lymphatics, and 
using the resultant cellular reaction in the 
neighbouring lymph nodes as a gauge of the 
toxicity of different dusts, it was found that 
injections of sericite produced similar reactions 
to the injection of pure silica. It must be in- 
ferred that dusts containing sericite will upon 


inhalation react as does crystalline silica. 
FRANK G, PEDLEY 


An Arab proverb runs as follows :— 


‘*The world is supported by four columns: 
The justice of the great; 
The prayer of the righteous; 
The bravery of the valiant; 
The science of the physician.’’ 
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Obituaries 


Dr. Arthur Irvine McCalla, of Calgary, died at his 


home on January 16, 1935, from pneumonia. His death 
js a distinct loss to our profession in this city, as he was 
recognized as one of our leading surgeons and an able 
consultant. He had made a place for himself in the 
esteem of his confréres, not only by reason of his skill 
as a surgeon but also by the feeling of good will and 
confidence which he always inspired. 

Dr. MecCalla was born in St. Catharines, Ont., forty- 
eight years ago, receiving his preliminary education 
there. Proceeding to Toronto University, he graduated 
in Arts and in 1911 in Medicine. Following an intern- 
ship he took an extensive course in pathology, and as a 
skilled pathologist came to the Calgary General Hospital 
in 1914. In the same year he joined the firm of Drs. 
Crawford, McEachern and Merritt, and was associated 
with them until his death. He is survived by his wife 
and three sons. His first wife predeceased him nearly 
three years ago. His mother, Mrs. M. McCalla; a 
brother and six sisters, living in St. Catharines, Ont.; 
and a brother, W. C. McCalla, of Calgary, also survive. 


APPRECIATION BY Dr. A. H. BAKER, PRESIDENT OF THE 
CALGARY MEDICAL SOcIETY 


Since the Society last met, we have lost an esteemed 
member, and a worthy Past-president. Dr. McCalla spent 
his active professional life of some twenty-one years in 
this city. Here were passed the years of effort, which 
saw a well-trained recent graduate of Toronto, unknown 
and unassuming, develop into a physician and surgeon 
of a high degree of skill, and enjoying the confidence 
of a large group in the community. We who were more 
intimately associated with him and more cognizant of 
his worth know that we, collectively and individually, 
have lost a friend. 

It is now a quarter of a century since McCalla and 
I sat side by side in lectures. May I say, that through- 
out the intervening years my respect for him has steadily 
increased. His was the spirit of a scientist, reserved, 
industrious, absolutely honest with himself and others, 
and possessed to an effective degree with the courage 
of his convictions. He was 2 professional man, but be- 
yond that a gentleman with high ideals of life and of 
human values. Not long ago he told me of the pleasure 
he found in studying the cello, so that he might join 
with his boys in their music. It was Goethe, I believe, 
who said—‘‘ He is happiest, be he king or peasant, who 
finds peace in his home’’; and so we see a man busy 
with his profession, but slipping away at night and on 
Sundays to enjuy his family life in the quietness of his 
home, amidst the beauty of its surroundings. 

Dr. McCalla brought to his work industry, scientific 
training and honesty, and, may I be permitted to say, 
that these qualities, which he exemplified day by day, 
have in my opinion, exerted a very appreciable influence 
over our profession and have resulted in our practice 
being lifted to a higher plane. It seems that Ibsen 
perhaps expressed the philosophy of Dr. McCalla in these 
words, ‘‘So to conduct oneself, as to realize oneself, this 


oo to me the highest attainment possible to a human 
eng.’ ” 


A TriBuTE BY Mr. L. W. BrockINcTon, K.C. 


‘‘He does not die who can bequeath 
Some influence to the land he knows. 
Who dares persistent interwreath 
Love permanent with the wild hedgerows. 
He does not die but still remains, 
Substantiate with his darling plains.’’ 


If it be true, as we must believe it to be, that the 
memory of ‘‘a loyal heart homeward bound’’ continues 
’ a benediction and an inspiration to those who outlive 
18 pilgrimage, then the work and character of Dr. 


Arthur Irvine McCalla will remain in this community as 
an influence for goodness and mercy and loveliness for 
many days. 

First as pathologist to the General Hospital, and 
then as diagnostician and surgeon, he paid to his chosen 
profession th> tribute of skill, patience, humility and 
loving kindaess that it has always demanded and re- 
ceived of its n»biest sons. Many a stricken household 
has cause to rv veus!er with affectionate gratitude the 
quiet unobtrusi:e ductor whose hand and head and heart 
healed or lightened its affliction. Like another beloved 
Physician he kept his vow that he would never enter the 
temple of science in the spirit of a money-changer. His 
work was to him a laboratory, ever opened and furnished 
for the careful and persistent search of truth. 

His profession was but an opportunity for service 
to his fellow-men. Even his leisure hours were hours of 
devotion. ‘The creation and continuance of the Calgary 
Symphony Orchestra were impossible without his de- 
termination and steadfast support. The office of 
president which his modesty declined, but which was his 
hy right of service, was accepted only because his fellow- 
directors resolutely declined to consider his refusal and 
elected him in his absence. 

His lovely garden was a pattern of the man himself. 
Nothing was out of place and untended; there were no 
weeds nor untidiness. It was a little miracle of applied 
science, and the tulips, the dahlias, and the sweet-scented 
stocks which he specially cherished were always the city’s 
best. 

His work, his music, his garden, and, not least, his 
family were his life. None of those who were privileged 
to share the geniality of his hospitable hearth will forget 
the evenings when his boys and himself joined together 
in playing the works of the great masters of music. 
Those memorable hours seemed to belong to a grand 
family tradition that is almost lost in the stridency of 
the modern world. 

Dr. McCalla claimed for himself no virtues. To the 
strength of others he never denied praise; to their weak- 
nesses he willingly gave charity and sheltering humanity. 

Such was the wistful, kindly, gentle doctor, and of 
such is the Kingdom of Heaven.—In Calgary Herald, 
January 19, 1935. 





Dr. Rodolphe Boulet, of Montreal, died in Prangins, 
Switzerland, on January 16, 1935. Dr. Boulet was born 
at Joliette, Que., in 1866. He studied first at the 
Seminary of his native town and then took his medical 
course at Laval University, Montreal, graduating in 1890. 
After having completed his cotrse and his internship at 
Notre-Dame Hospital, Montreal, he set off for Europe 
to perfect himself in the study of oto-rhino-laryngology. 
With a reputation that had already preceded him Doctor 
Boulet returned to Montreal in 1893 and joined the staff 
of the Ophthalmological Institute in that city, and soon 
built up a splendid practice as a specialist. He became 
a member of the staff of our esteemed contemporary 
L’Union Médicale du Canada, of which he was president 
for nearly thirty years, and of which he proved to be a 
strong mainstay. On the death of Prof. Edouard 
Desjardins Boulet became chief of the clinic of the 
Ophthalmic Institute. For a short time he became 
director of the eye clinic of the Hétel-Dieu. He was, at 
the instance of the late Professor Foucher, appointed 
Associate at Laval University. Later he became presi- 
dent of the College of Physicians and Surgeons of the 
Province of Quebec. He was a corresponding member of 
the Oto-rhinological Society of France and member 
of the American College of Surgeons. He was also one 
of the chief founders of the Association des Medécins 
de langue frangaise de 1’Amérique du Nord. He received 
the decoration of Officer d’Academie. Afflicted by a 
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strange mental depression, much to the distress of his 
friends and associates, in which he felt that he had not 
reached the ideals that he had set for his life, Doctor 
Boulet decided to live in Europe—not without hope, how- 
ever, that he would some day return to Canada. But it 
was not to be. Doctor LeSage, Editor-in-chief of 
L’Union Médicale, towards the end of a touching tribute 
to his friend, quotes this from a letter of Dr. Boulet’s 
in reference to the death of Harwood, another great 
friend, which seems singularly appropriate at this time. 
‘‘Quant & moi je n’ai qu’& retenir ses qualités d’ami 
et de gentilhomme en tout et partout . . . J’en garde 
le souvenir d’un homme loyal, trés bon, d’une sensibilité 
exquise, au contact des plus agréables, aux maniéres des 
plus correctes, et doué d’une Ame des plus sympathiques. 
Avoir eu un tel homme comme ami pendant quarante ans 
est une grande faveur de la vie. Le perdre est une bien 
grande épreuve.’’ 





Dr. William Wallace Kirtz Beasley, of Sandwich, 
Ont., died on January 26, 1935, as the result of a fall 
from a train. The deceased was the son of Dr. W. J. 
Beasley, of Sandwich. 





Dr. John Nelson Coolidge, of Ottawa, head of the 
Medical Division of the Metropolitan Life Insurance 
Company of Canada, died early in January. Interment 
was on January 10th. 





Dr. Lelia Ada Davis, of Toronto, died on January 
23, 1935. She was the daughter of the late Andrew and 
Elizabeth Pease Davis and sister of the Hon. E. J. 
Davis, of Newmarket and of E. P. Davis, K.C., of 
Vancouver. 

Dr. Davis was a graduate of the University of 
Toronto (M.B., 1889). 





Dr. William Ainslie Goodall, formerly of Galt, 
Ont., but latterly of New York, died during the first 
week of January, 1935. 

Dr. Goodall was educated at Galt and Victoria 
University, Toronto, graduating in medicine in 1884, 
taking post-graduate work in St. Bartholomew’s and 
Guy’s Hospitals, London, Eng. He also studied in Edin- 
burgh, Vienna, Paris, Berlin and Dublin. He served 
with the British Army in the Afghan campaign when the 
British forces were driven out of the Khyber Pass; in 
the Egyptian campaign for the relief of General Gordon 
and Khartoum, and in the Zulu and South African wars. 
He practised in the Bronx and was medical director of 
its great hospital. During his war career he was twice 
wounded and was mentioned in dispatches several times. 
He is survived by his wife, Elizabeth Anderson Goodall, 
a Canadian, and a brother, Alfred Goodall, Galt. 





Dr. Aaron James Hunter, of Orangeville, Ont., died 
on or about anuary 31, 1935, at his residence, from 
septicemia following a small scratch. 

Dr. Hunter, who was in his 77th year, was a son of 
the late Mr. and Mrs. William Hunter of Amaranth 
Township, and after his early education in a small log 
school, he attended the local high school and then 
graduated from Victoria University (1887). During his 
eareer he practised in the following places, Everett, 
Orangeville, Allandale, Islington, Toronto. For five years 
he had charge of the Ontario Hospital at Woodstock. 
He had lived in Orangeville for the past 12 years and 
was jail surgeon. He was twice married, and is survived 
by one daughter, Mrs. Gerald Clarridge, of Timmins, by 
the first marriage; his second wife; and one sister, Mrs. 
W. J. Cook, of Toronto. 





Dr. William Frederick Jackson, of Brockville, 
Ont., died at his home on January 29, 1935, after an 
extended illness. He was 82 years old. 


Dr. Jackson passed his final examinations before he 
was 21 years old, and began practising at Brantford in 
1873. 


It was there that he formed a friendship with 





Dr. Alexander Graham. Bell, and suggested what de. 
veloped into the first metallic diaphragm to be incor. 
porated into the telephone. 

In 1874 he accepted a position as surgeon on one 
of the Allan Line steamships, and travelled between 
Liverpool and North American ports for about a year, 
after which he came ashore and established a practice at 
Brockville. He remained in the profession here for 
more than fifty years before retiring. He was a graduate 
of McGill University (1873). 





Dr. Lyman Craig Lauchland, of Dundas, Ont., died 
suddenly on February 9, 1935. 

Doctor Lauchland was born in Oshawa in 1878, 
and after receiving his primary education in the public 
and high schools of that place, attended McMaster 
University, Toronto, and, still later, McGill University, 
Montreal, where he graduated in medecine in 1904, 

Twenty-eight years ago he established himself in 
practice in Dundas. As a Captain in the Canadian 
Army Medical Corps, he saw service during the Great 
War in France and England. Later, on his return to 
Canada, he was appointed Medical Officer of the Went- 
worth Regiment, and was promoted to the rank of Major 
in 1925, As a member of the Dundas Board of Eduea- 
tion he gave devoted service which was rewarded by his 
being elected to the office of Chairman, He was Past- 
president of the Hamilton Medical Academy. 

His widow; one son, Stuart, a student at the Uni- 
versity of Toronto; a daughter, Louise, a nurse in train- 
ing at the Royal Victoria Hospital, Montreal; and two 
brothers, W. G., of Toronto, and N. L., of Vancouver, 
survive. 





Dr. Alfred Lockhart, of Toronto, died on February 
10, 1935, after a brief illness. 

Dr. Lockhart was born in Sydenham in 1867, and 
graduated from Queen’s University in 1893 with the 
degrees of M.D. and C.M. He also took medical work 
in London, England, and obtained the diploma of 
M.R.C.S, On his return from England he practised at 
Harrowsmith, near the scene of his birth, but for the 
last fifteen years of his life had practised in Toronto. 

He is survived by his widow; one son, Jack, of 
Toronto; one daughter, Mrs. E. N. Lawrence of Chateau- 
gay, N.Y.; and two brothers, T. J. Lockhart, of 
Kingston, and Dr. George D. Lockhart, of King, Ont. 





Dr. Louis Valmore Massé, of Warren, Ont., died 
at North Bay, Ont., on January 25, 1935. He was 61 
years old, and a native of Joliette, Que. Before coming 
to Warren six years ago, Dr. Massé practised in Garthby, 
Cape Hope and St. Charles de Caplan, all Quebec towns, 
and Verner, Ont. Besides his widow, Dr. Massé is sur- 
vived by one daughter in Sudbury, one daughter and two 
sons at home, and two sisters and two brothers in 
Montreal. He was a graduate of Laval University, 
Montreal (1894). 





Dr. Clarence Francis Moriarty, of Annapolis, Md, 
U.S.A., and well known in Halifax, N.S., died on 
January 14, 1935, after an illness lasting a year. He 
died at the early age of thirty-seven, after giving great 
promise of an outstanding career. 

Dr. Moriarty was born in Truro, N.S., the son of 
Mr. and Mrs. P. F. Moriarty, of Halifax, N.S. He was 
educated in the city schools of Halifax and at Dal 
housie University. 

Upon the outbreak of the war he was among the 
first to volunteer and he went overseas with No. 7 
Canadian Stationary Hospital, Dalhousie Unit. Sub 
— he obtained a commission in the Royal Air 
“orce. 

On his return to Canada, Dr. Moriarty re-entered 
Dalhousie University and graduated from the Medical 
School in 1925. His chosen field was public health and 
during his brief medical career he served in United 
States Departments of Health in the States of Mary: 
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HUNDRED DAYS 


“The relationship between an adequate supply of vitamins and 
normal pregnancy is fairly definite. . . . It seems almost im- 
perative to add some form of cod liver oil to the diet of an 
expectant mother. . . . Many of these patients cannot tolerate 
fats in any form. In such cases cod liver oil concentrates may 
be used.” (C.M.A.J., 1934, 31: 521). 

Alphamettes, containing standardized concentrate of defatted 
cod liver oil,* provide a simple and definite ante-natal routine. 
One capsule each day for the last 100 days aids in protecting 
the mother against infections of the puerperium and builds a 


reserve of vitamins A and D to enrich the breast milk. 
* Each Alphamette capsule exhibits the complete vitamin value of 3 


teaspoonfuls of cod liver oil conforming with requirements of the U.S.P. X 
(Revised 1934). 


ALPHAMETTES 
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land and Virginia and also in the Philippines. As a 
public health officer his work was eminently successful, 
his particular field being malaria control. At the time 
of his death he was a Public Health Officer for the State 
of Maryland. 

A little more than a year ago Dr. Moriarty under- 
went a serious operation. For a time his condition 
showed marked improvement but recently his condition 
became such as to cause grave concern. 

Dr. Moriarty is survived, by his wife, the former 
Dr. Angela Magee, of Saint John, N.B., and two small 
children; also by his parents; and one sister, Mrs. Jane 
Hutchinson, of Toronto. 





Dr. Anthony Oaks, of Preston, Ont., died on 
January 18, 1935, after 48 years of medical practice in 
Hespeler and Preston. 

Dr. Oaks was born in 1862 at Hespeler, and studied 
there and at the Galt Grammar School. He was a 
graduate in medicine of the University of Toronto 
(1888). He was Coroner for his district. 

Surviving are his widow, Rose May Glick; five 
daughters, Mrs. C. 8. John, Norwich; Mrs. William 
Graham, St. Mary’s; Marion, Marjorie and Ellen at 
home; one son, Captain Harold Oaks, Sioux Lookout; 
two brothers and three sisters. 





Dr. Charles Rosaire Paquin died in Quebec on 
January 24, 1935, at the age of 71. He was born at 
Portneuf, studied at the Petite Séminaire of Quebec, 
and graduated in medicine from the University of Laval, 
Quebec, in 1889. He was particularly interested in the 
subjects of hygiene and social economy, and organized 
the Temperance League of which he was secretary 
for many years. He also founded the Bulletin Médicale 
of Quebec. He was an alderman for Saint-Jean-Baptiste 
ward for several years, but resigned because he found he 
could not attend to his aldermanic as well as to his 
medical duties. He later went to Europe to study ques- 
tions of municipal hygiene, and on his return was chosen 
as assistant in the Department of Municipal Hygiene, 
later becoming Chief. 





Dr. James Turner Rogers, of Hamilton, Ont., died 
on December 27, 1934. Doctor Rogers was born in 
Gananoque and was a graduate of Trinity Medical 
College (1889). For a time after graduation he studied 
abroad, later taking over an industrial practice in Eng- 
land for a short time. In 1894 he came to Hamilton 
and opened an office at 174 James Street North, where 
he remained for some years, subsequently moving to 
Main and Bay Streets. 

Although Dr. Rogers retired from active practice 
in 1924, his interest in his chosen profession never 
waned, and he continued to entertain the same lively 
interest in medical affairs that he evinced in earlier days. 
Of a genial disposition and a very hospitable nature, 
he had a host of friends in and out of the medi- 
eal profession, and word of his death will occasion 
a widespread feeling of profound regret. Dr. Rogers 
had had extensive experience in lodge and industrial 
work, being for some year8 medical officer for the Steel 
Company of Canada. 

He is survived by his widow, formerly Florence 
Amy Atkinson, daughter of the late Dr. Atkinson, of 
Gananoque; two daughters, Misses Florence and Barbara, 
of Hamilton; one son, Edward B. Rogers, in Gananoque; 
a brother, W. G. Rogers, Gananoque, and a sister, Mrs. 
Franklin Bradley, of Brooklyn, N.Y. 





Dr. J. Damien Vezina died on January 13th at the 
age of 63 in Montreal. He was born in the United 


States and took his medical course at the University of 
Laval, Montreal, where he graduated at the age of 23 
in 1894. He spent all his professional life in Montreal 
where he built up a large practice. 





Dr. Adam Edward Vrooman, of Lindsay, Ont., died 
on January 27, 1935, following a very short illness. The 
late Dr. Vrooman was born in 1847, in the Townshi 
of Brock, a son of the late James Vrooman and Rhoda 
Johnston. He received his early education in the Lindsay 
Grammar School and later in Trinity University, where 
he secured his degree of M.D. (1871). For years he 
lived in the vicinity of Fingerboard, Mariposa Township, — 
and later practised medicine in the village of Little 
Britain. He then moved to Lindsay, continuing to 
practise, but retiring from active work many years ago, 
when he was appointed Sheriff of the County of Victoria, 
He was married in 1873 to Miss Mary Whiteside, 
daughter of R. F. Whiteside, of Little Britain, who igs 
the only immediate relative left to mourn his passing, 
He was a former Alderman and Mayor of the Town, 
The late Dr. Vrooman was always active in politics ag a 
young man, and in 1900 he was elected Conservative 
member in the South Victoria for the Federal House, 
and in 1911 and again in 1915 he was elected a member 
of the Provincial House for West Victoria. 





Dr. Frederic Pottinger Yorston, of Montreal, died 
on February 9, 1935, in his sixty-sixth year. Doctor 
Yorston was born at Douglastown, N.B., and graduated 
with B.A. and M.A. degrees from the University of New. 
Brunswick. For ten years he was principal of Hawking _ 
Academy, Neweastle, N.B., and among his pupils was 
the present Lord Beaverbrook. Then Mr. Yorston took ~ 
up the study of medicine and came to McGill University, 
graduating in 1904. He practised at Sawyerville, Que, 
and in 1917 moved to Montreal. He was attached to the 
Children’s Memorial Hospital, giving his services in the 
orthopedic outdoor department. He is survived by his 
widow and one son, Fred. H. Yorston; one brother, W. 
F. Yorston, of Campbellton, N.B.; and a sister, Mrs. 
M. R. Benn, of Douglastown, N.B. 





Hews Ftems 


Great Britain 


Hunterian Society Gold Medal for Practitioners. 
—The rules governing thé award of this Medal have 
recently been altered. Any registered general practi- 
tioner resident within the British Empire is eligible 
to compete, and the Medal, which is of gold, is 
awarded annually to the writer of the best Essay on 
a subject selected by the Society. 

Competitors—men or women—must be engaged in 
general practice, and Essays should be sent in by 
December 31st. 

The Essay must be unpublished and original and 
be based on the candidate’s own observation, but it 
may contain excerpts from the literature on the sub- 
ject, provided that reference be made to the articles 
from which they are taken. 

The subject selected for the Essay is, for 1935, 
‘‘The Conduct of Midwifery in General Practice’; 
and for 1936, ‘‘Rheumatoid Arthritis: its Diagnosis, 
Treatment, and End-results’’. 

A copy of the Rules and any further information 
can be obtained on application to the Honorary Seer¢ 
tary, Mr. Martin Oldershaw, 26, Upper Wimpole Street, 
London, W.1. 





A David Anderson-Berry Gold Medal, together with 
a sum of money amounting to about £100, will be 
awarded in July, 1935, by the Royal Society of Edin 
burgh to the person, who, in the opinion of the Couneil. 
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CALCULUS 


BESIDES the condition shown in this 
radiograph there are many others in the 
urinary tract which x-rays reveal.Among 
them are: 

Anomalies Hydronephrosis 

Cysts Tumors 

Infections Tuberculosis 

Visceral malposition 
Remove all doubt. Be certain that you 

have complete information upon which 
to base your ultimate diagnosis and sub- 
sequent treatment. Refer your patient to 
a competent radiologist. His examination 
will provide graphic, positive facts. 


CANADIAN KODAK CoO., LIMITED 
Toronto, Ontario 
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has recently produced the best work on the nature of 
x-rays in their therapeutical effect on human diseases. 
A similar award will be made every three years. 

J. H. Ashworth, General Secretary, 22 George Street, 
Edinburgh 2. 





Alberta 


At the Annual Meeting of the Council of the College 
of Physicians and Surgeons, Dr. W. G. Anderson, of 
Wardlow, was elected President and Dr. W. V. Lamb, 
of Camrose, Vice-President. Dr. George R. Johnson was 
was reappointed Registrar-Treasurer. This is the four- 
teenth year he has held this office. Mr. W. G. Hunt was 
reappointed assistant to the Registrar. 

The Council is considering the publication of a 
quarterly. bulletin, in which will be reported the doings 
of the Council, the Alberta Medical Association, as well 
as those of the local medical societies. Official circulars 
dealing with the profession, issued by the Provincial and 
Federal Governments, will also be included. The 
Registrar has been asked to gather further data and 
submit these to the Council for final action. 

The Council made a grant of $250.00 to the Uni- 
versity of Alberta for medical scholarships in the De- 
partment of Medicine. The grant of $100.00 which was 
made last year to assist in the current medical literature 
of the university was renewed again this year. 

The Council, after calling on the profession to assist 
in setting fees for the various medical services, has 
reviewed the suggestions and combined the ideas as well 
as possible, and is issuing a new schedule as a guide to 
the profession. Never before has a schedule been issued 
which could be said to have been the combined opinion 
of the medical practitioners, as this will be. 

The Council, in cooperation which the officers of the 
Alberta Medical Association, is reorganizing the medical 
profession, locally, districtly, provincially and federally, 
so that the greatest interest may be manifested by the 
members. Provincial autonomy will be preserved, but it 
is hoped that Federal cooperation will be strengthened. 
The Council will continue its functions as at present and 
the Association will further promote the scientific con- 
tact with the profession. 





Health Insurance is a subject that will be to the fore 
in Alberta for the next six months, as the Government 
has made the announcement that their Director of 
Division of Communicable Diseases, Dr. A. C. McGugan, 
will commence almost immediately, to organize public 
meetings, to interest the people in establishing two 
‘“set-ups’’ to test out the scheme, as reported by the 
Commission and adopted by the legislature. If the 
scheme were to be province-wide at the commencement, 
that could be done without any agitation, but as it will 
have to be voted upon by the people in the district, and 
carried by a 75 per cent majority vote, it will be neces- 
sary to acquaint the people with what the plan con- 
templates and how it will be financed. 





The Executive Committee of the Alberta Medical 
Association went on record as willing to assist the King 
George V Jubilee Cancer Fund with all their power. 

It was unanimously agreed by the Executive that 
the Dominion Government should re-establish the division 
of Child Hygiene, and no longer leave it to a private 
volunteer body as at present. 

The Alberta Medical Association has been studying 
the cases reported as maternal deaths, and finds many 
eases so reported are wrongly classed. They feel that 
certain questions should be placed on the report forms, 
the answer to which would facilitate the proper classifica- 
tion. They are planning to pass to the profession 
throughout Canada their suggestion in the near future. 

The Annual Meeting of the Alberta Medical Associa- 
tion, will be held in Edmonton, September 16, 17, 18, 
1935, in cooperation with the other western medical 


association meetings. The first day will be given over 
to business and the Annual Meeting of the College and 
the other days to the scientific programs. 

G. E. LEARMONTH 


British Columbia 


The Minister of Labour, Hon. G. 8S. Pearson, an- 
nounced on January 10th that henceforward the wives of 
unemployed men on relief will be given a pre-natal 
allowance of $5.00 per month for the four months preced- 
ing the birth of children. The entire expense of this 
addition will be borne by the provincial government. 
Upon the birth of the child this allowance will be 
replaced by the $4.75 monthly allowance already pro- 
vided for children. 





Dr. Grant Fleming, Professor of Hygiene at McGill 
University, has arrived on the coast to act as secretary 
to the Health Insurance Committee of the College of 
Physicians and Surgeons of British Columbia. He 
addressed a meeting of the Victoria Medical Society on 
January 18th, and invited free discussion of the subject 
of the pending legislation. The speaker emphasized his 
opinion that what took place in British Columbia would 
be of great importance to the rest of Canada, because 
whatever act was adopted would be copied by other 
provinces if they took up Health Insurance legislation. 
The Federal government also would take an active in- 
terest in what took place here, as the subject had already 
been introduced in the Dominion Parliament. In the 
United States a committee is already preparing to advise 
the Chief Executive on Health Insurance plans. 

Dr. Fleming spoke of the cordial reception which he 
had received from the provincial government, and the 
invitation which he had received to be present during the 
drafting of legislation. He considered that his function 
would be to present to the drafting committee what he 
should learn to be the views of the majority of the 
profession. The returns from the questionnaire which 
had been sent out. by the College showed that while 
opinion was evenly divided on some points there was a 
considerable difference of opinion on others, He thouglit 
that there should be a central medical advisory committee 
to represent the profession, which should be nominated 
and given power by the profession, and not appointed 
by the government. The government was in agreement 
with this. 

With regard to the Act itself, Dr. Fleming felt that 
the intention was to put as little as possible into the 
Act, and leave a great deal to the regulations accompany- 
ing it. This would provide for such alterations as might 
be dictated by subsequent experience of its working. 
Such subjects as the definition and control of specialists, 
the disciplining of its own members, maternity service, 
hospitalization, methods of payment, etc., must remain 
under the control of the profession. If the profession 
did not attend to this they would find the government 
doing it. 

It was announced that the Provincial Secretary had 
promised that when the legislation had been drafted and 
submitted to the cabinet, it would then be placed before 
the representatives of the profession for their criticism 
before any publicity was given to its proposed pro- 
visions. 

Discussion following Dr. Fleming’s remarks was 
active and prolonged. Opinion was strongly expressed 
that the fund should be unlimited, that is, sufficient 
should be contributed by the Treasury to supplement 
the amount contributed compulsorily by prospective 
beneficiaries to cover the cost of all services to be 
provided. A motion was put and carried that the 
Victoria Medical Society go on record as opposed to 
a capitation fee, and that the fee paid the physician 
should be strictly for services rendered. Representa 
tion of this opinion will be made to the government 
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by Dr. Fleming, as indicating the views of the 
majority of the protession in Victoria. 

Dr. Fleming pointed out that many of the ques- 
tions raised in the discussion would have to be de- 
cided by the aforementioned central medical advisory 
committee, and would not properly be a part of draft- 
ing the Health Insurance Act. 

With reference to the proxies which had been sent 
out, as mentioned in the February issue of the Journal, 
it was announced that practically 100 per cent had been 
returned by the members of the profession in Victoria. 

D, E, H. CLEVELAND 


Manitoba 


During the last week of January Dr. D. A. 
Stewart, Superintendent of the Manitoba Sanatorium, 
addressed the Trudeau Society of Minnesota at Minne- 
apolis on ‘‘ The community vs. tuberculosis’’; the Fellows 
and Faculty of the Mayo Foundation, Rochester; the 
medical students of the University of Minnesota on 
‘‘Fifty years’ progress in medicine’’; and also the 
senior classes of the two Rochester schools of nursing. 





The regular meeting of the Winnipeg Medical 
Society was held on January 18th. Dr. A. P. Mac- 
Kinnon gave an address on ‘‘Sciatica again—a report 
of one hundred cases’’, and Dr. Norman Book gave 
‘*\ report of four hundred cases of icterus neo- 
natorum’’, 





The Winnipeg General Hospital announces that the 
following have been appointed to the Honorary At- 
tending Staff of the Hospital as Assistant Surgeons: 
Drs. M. B. Perrin, John Hillsman, A. W. S. Hay, and 
W. A. McElmoyle. Ross MITCHELL 





New Brunswick 


On January 31, February 1 and 2, Dr, Wm. P. 
Murphy, of Boston, addressed the Saint Croix Medical 
Society at St. Stephen and the Saint John Medical 
Society at Saint John on the ‘‘Liver treatment of 
anemia’’, At both places the attendance was very 
large, the meeting in Saint John being the largest 
since the extra-mural lectures were started. 

Dr. Murphy maintained that in anemia three 
systems were involved, the blood, the central nervous 
system, and the gastrointestinal, and that these three 
must be treated as a trinity. Comparable amounts of 
liver, oral liver extract, and intramuscular liver ex- 
tract cost the patient $5.00, $17.00 and $1.17, respec- 
tively. This cost comparison would indicate that the 
intramuscular treatment was preferable financially, 
and Dr. Murphy said that results paralleled this price 
range. His present system is to use two to four vials 
in one or two days at the commencement of treatment, 
followed by one vial intramuscularly each week for 
three weeks, following which one vial intramuscularly 
per month is frequently sufficient to keep the blood 
count normal. In relation to the exhibition of iron 
in anemia, Dr. Murphy stated that there is sufficient 
copper in the ordinary Blaud pill and in the vegetables 
in the diet to supply all the copper necessary. Iron 
therapy is a definite aid in the return to normal of 
the hemoglobin and should be used. In some research 
work earried on, using intramuscular liver extract, it 
was noted that in a case of ‘‘la grippe’’ there was a 
definite increase in the leucocytes and reticulocytes 
while liver therapy was in progress. From this acci- 
dental finding the Doctor inferred that liver therapy 
might be useful in agranulocytosis. It was therefore 
tried with happy results. It is necessary to continue 
the treatment for some months or years, as the disease 
is prone to recur and the relapses are most serious. 





— 


Similarly, he has used liver in two cases of pneumonia 
with low white counts with excellent results. In 
cases of pernicious anemia, where paresthesias have 
developed recovery is usually complete. Locomotor 
incoordination is always improved and frequently «om- 
pletely cured by liver therapy. Any infection, or 
even a minor operation, occurring or being necessary 
in the course of treatment, causes the blood count to 
tall, and special measures should be adopted at these 
times. 

Dr. Murphy stressed that one of the first signs 
in pernicious anemia is a sore tongue; other patients 
have shown cardiac signs, especially angina, early in 
the course of their disease. Hydrochloric acid was 
given when this treatment was initiated, but the lee- 
turer felt that it serves no useful purpose except in 
associated indigestion or diarrhea. Dr. Murphy uses 
liver therapy in his secondary anemias with quite as 
happy results as in cases of pernicious anemia. 

At the meeting in Saint John discussion was con- 
fined mostly to questions by Drs. Barry, McDonald, 
Walter Skinner, Curren, Baird, Nugent and Mackeen. 
Dr. Murphy illustrated his address with lantern slides 
and moving pictures. 

This visit of Dr. Murphy’s to New Brunswick is 
his first Canadian visit since he received the Nobel 
prize in medicine. He spoke to the Saint John Can- 
adian Club on February 2nd on the subject of ‘‘ Medi- 
cal research and international goodwill’’. On February 
Ist, he addressed the visiting staff and invited physi- 
cians at the Saint John Tuberculosis Hospital, where 
his address was concerned with his trip to Sweden 
and the interesting details of his entertainment by 
the Nobel Prize Committee. 





Dr. George Dumont, of Campbellton, has been 
seriously ill in hospital, suffering from whooping-cough 
and complications. We are glad to report improvement 
in his condition. It was reported from the same hos- 
pital that Dr. L. G. Pineault has also improved in 
health. 





Dr, L. DeV. Chipman has been elected President 
of the Provincial Red Cross Society. 





At the beginning of the year, Dr. 8S. H. McDonald, 
who for many years has been senior physician of the 
Saint John General Hospital and Chairman of the 
Medical Board, resigned his appointment. When the 
new appointments were made Dr. A. B. Walter auto: 
matically became senior physician. Other appoint: 
ments to the medical side of the hospital included 
Dr. Murray MacDonald and Dr. 8S. H. Calnek. Dr. 
R. T. Hayes was advanced from junior to senior 
surgeon in the Eye, Ear, Nose and Throat Department. 
Two junior physicians, Dr. A. L. Donovan and Dr. 
H. A. Farris, were advanced to senior appointments in 
medicine. The remainder of the staff is unchanged. 


A. S. KIRKLAND 





Nova Scotia 


At the first meeting of the newly elected Muni 
cipal Council of Lunenburg, Dr. H. B. Campbell ap- 
peared before the Council and urged it to continue its 
grant to the School for the Blind in Halifax. The 
sum of $200 was voted without dissent. At the same 
meeting Dr. C. Beckwith, of the Provincial Sanatorium 
at Kentville, also addressed the Council on tuber- 
culosis. He emphasized the importance of patients in 
the early ‘stages of tuberculosis being sent to the 
Sanatorium for treatment. 





Dr. Samuel Marcus, of Bridgewater, was elected 
Health Officer for the municipality in the place of 
Dr. W. Cole who has resigned. 
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Acute and Generalized Staphylococcal 
Infections — 


Staphylococcus Antitoxin 

















From various sources there has been an accumulation of 
evidence which suggests that much of the symptomatology of 
acute staphylococcal infections is attributable to liberation of 
staphylococcus exotoxin within the body. The serious nature of 
such infections would appear to be due in large measure to the 
highly pathogenic effects of staphylococcus exotoxin upon living 
cells and tissues. Consequently, the use of staphylococcus anti- 
toxin has been advocated in the treatment of acute and of 
generalized infections where there is evidence that Staphylococcus 
pyogenes is the causal micro-organism. (See the issues of this 
Journal for June, July and August, 1934.) 















As prepared by methods evolved in the Connaught Labora- 
tories, Staphylococcus Antitoxin consists of refined and concen- 
trated globulins from the blood-serum of horses which have been 
immunized against pooled toxoids and toxins of several selected 
strains of staphylococcus. Beneficial results have followed admin- 
istration of this antitoxin in ACUTE CARBUNCLE and in 
CELLULITIS, OSTEOMYELITIS, MENINGITIS and 
SEPTICAEMIA, where staphylococcus has been the infecting 
agent. 














Staphylococcus Antitoxin (Refined and Concentrated) has 
been made available by the Connaught Laboratories in 25 cc. 
vial-packages. 


CWT Oo 













Prices and information relating to 
the use of Staphylococcus Antitoxin 
will be supplied gladly upon request. 


CWT 
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Dr. W. W. Patton, a member of the Nova Scotia 
Legislature, was married on February lst to Miss 
Phebe Daye. For the next three months they will 
reside in Halifax, where Dr. Patton will attend the 
sessions of the Nova Scotia Parliament. 





Dr. A. F. Miller, Superintendent of the Nova 
Scotia Sanatorium at Kentville, delivered an address 
on ‘‘Observations on the school health survey’’. This 
local survey was sponsored by the Victorian Order of 
Nurses in cooperation with medical practitioners and 
the staff of the sanatorium, where x-rays when re- 
quired were provided at cost. Of interest are the 
figures that 66 of the school children gave positive tuber- 
culin reactions and 85 per cent (46 children) were 
reported as having the ‘‘childhood’’ type of tuberculosis. 

N. B. DREYER 


Ontario 


The Attorney-general has announced the appoint- 
ment of the following physicians as Coroners: Dr. 
Lorne S. Stokes, Hanover, Grey County; Dr. Norman 
V. Freeman, Battersea, Frontenac County; Dr. J. L. 
Mahony, Niagara Falls; Dr. H. L. Butters, Fort Erie, 
and Dr. A. G. Strang, Chippawa, all of Welland 
County; Dr. Duncan J. Mason, Kenora. 





Dr. H. S. Burns, of Hamilton, has been appointed 
to the staff of the Ontario Hospital at Penetanguishene. 





Dr. Evelyn Fleming, a graduate of the University 
of Toronto, 1926, is visiting Toronto. She has been 
in charge of the Canadian Hospital at Nasik, India, 
for two years, doing the surgery in this 90 bed hos- 
pital where a government training school for nurses 
has recently been established. 





Arrangements are being made with the Hospital 
for Sick Children to care for the 3,000 children of 
York Township who require tonsillectomy. 





At the annual meeting of the Toronto General 
Hospital the Superintendent reported 18,100 adult pa- 
tients treated in the wards, with an average length of 
stay of 17 days. Seventy per cent of these were public 
ward patients and 80 per cent were surgical and 
obstetrical cases. The out-patient department report 
treating 132,163 patients. 





It is announced that Calydor Sanatorium, on Lake 
Muskoka, a leading private hospital for the treatment 
of tuberculosis, proposes to discontinue its activities 
as an institution of this type. Calydor and its Super- 
intendent, Dr. C. D. Parfitt, have played their part 
in the battle against tuberculosis and have seen a 
marked dimunition in the death rate from tuberculosis 
in this province and Canada. The Chairman of the 
Board of Directors is quoted as saying, ‘‘ We have not 
decided on the future, but we are not closing’’. It 
is hoped that this splendid plant with its most excellent 
equipment may continue as a hospital. 

J. H. ELLiotr 


United States 


The Association of Medical Colleges Compiles 
Fellowships.—The Association of American Medical 
Colleges has revised and brought up to date its com- 
pilation of financial assistance that is available in the 
United States and Canada to the graduate medical 
student. This compilation is published in the form of 
a supplement to the May, 1934, issue of the Journal of 
the Association of American Medical Colleges. The 
publication contains the information arranged in a 





very definite form under three indexes: (1) The insti- 
tutions and organizations offering research and other 
opportunities for graduates in medicine. (2) The funds 
of scholarships and fellowships available. (3) A list 
of subjects and fields in which opportunities are 
offered. For further information, address the secre- 
tary, Dr. Fred C. Zapffe, Association of American 
Medical Colleges, 5 South Wabash Avenue, Chicago. 





General Goethals 3-cent Canal Zone Stamp.—With 
the issue on August 15th of the General Goethals 
3-cent Canal Zone stamp, commemorating the twentieth 
anniversary of the opening of the Panama Canal, an- 
other phase of American science was dedicated to the 
mails. 

Postage stamps have recorded history for the pev- 
ple more widely than history books, but most of their 
illustrations have been kings and presidents. When 
the new commemorative stamp went on sale at Colon, 
the Post Office Department of the Canal Zone placed 
on visual record George Washington Goethals, chief 
engineer and administrator of one of the world’s 
greatest engineering feats. His first two names bring 
to memory another engineer and builder, who was later 
to become the first president of the United States. 
First a surveyor, and then a civil engineer, George 
Washington built power dams and canals, many of 
which are still visible in Virginia. “He appears on 
the standard 2-cent and 3-cent U.S. postage stamps. 
Benjamin Franklin, whose likeness appears on the 
present 1-cent stamp, is better known for his scientific 
work than Washington. As a pioneer in the field of 
electricity, much of the credit for our present comforts 
should be given him. Thomas Jefferson, although 
chiefly famed as a barrister, diplomat and statesman, 
was a student of the sciences. He is said to have 
made use of higher mathematics, especially the 
ealeulus, all through his life, and he studied fossil 
bones in the White House East Room. 


There is a custom in this country which forbids 
the. use of any living person’s picture on a United 
States postage stamp. Even a living person’s name 
was once barred. Because of the importance attached 
to Lindbergh’s flight across the Atlantic in 1927, a 
10-cent stamp bearing his name made him the first 
living man to be immortalized by the Post Office 
Department. Two years later the rule was broken a 
second time, when a postage stamp appeared which 
carried the name of Thomas A. Edison. This issue 
honoured the fiftieth anniversary of the first Edison 
electric light. 


Foreign countries have given philatelic honours 
to their famous scientists. The physicist Volta, pioneer 
in electricity for whom the ‘‘volt’’ was named, was 
commemorated by Italy in a stamp issue. Pasteur, 
father of bacteriology, and Berthollet, the chemist, 
have both appeared on French stamps.—Science News 
Letter, 1934, 26: 125. 


General 


The Seventh International Congress on Industrial 
Accidents and Diseases will be held in Brussels, 
Belgium, from July 22nd to 26th. Arrangements have 
been made whereby those from America who intend 
to be present will sail from New York by the French 
Hiner S.S. Champlain on July 5th. Returning, the new 
S.S. Manhattan will sail from Havre for New York on 
August Ist. 

The inclusive rate for the trip, which includes visits 
to Plymouth, London, Amsterdam, The Hague, Brussels, 
and Paris, is $620.00. Those who wish can tuke ad- 
vantage of a side-excursion to Buda-Pesth and the 
neighbourhood at an extra charge. Those interested will 
find other reference to this congress in the Journal for 
December, 1934, p. 698. Information may also be 
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LIP-READING, NO EYESTRAIN.—Development of the 
sense of feeling in the Speech-organs by simultaneous auto- 
matic syllable drill, with rhythmical exercises. Sentences and 
conversation follow. Helen McMurrich, 1348 Yonge St., Apt. 101, 
Toronto. (Formerly instructress, Montreal General Hospital). 


WANTED.—By a young man, married, graduate of Mani- 
toba, a2 partnership or practice in either Winnipeg, Vancouver 
or Victoria. Good references. Box 220, Canadian Medical 
Association Journal, 3640 University Street, Montreal. 


WANTED—Assistantship in Sanatorium. Adequate training; 
god health. Proper references on demand. Apply Box 204, 
Canadian Medical Association Journal, 3640 University Street, 


Montreal. 


WANTED—Canadian, age 25, wishes Senior internship or 
Residency. Will consider company appointment. Available 
July. Two years’ general internship. Sound training in gen- 
eral medicine and surgery. Dominion licence. Reply: Box 221, 
Canadian Medical Association Journal, 3640 University Street, 
Montreal. ’ 





MEDICAL PRACTICE—Preston, Ontario. Established thirty 
years. Owner deceased. Immediate possession. Very desirable 
centrally located offices that are separate but within the 
residence, May be rented, For information apply, Box 208, 
Preston, Ontario. 
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obtained from Dr. J. G. Cunningham, Department of 
Health, Parliament Buildings, Toronto, Ont. 





The German Society for the Study of the Circula- 
tion meets this year in Wiesbaden oh March 24th and 
25th. On the second day the Society will be associ- 
ated with the German Society of Internal Medicine. 
Prof. W. R. Hess, of Ziirich, will present a paper on 
‘‘The physiological relationship between the circula- 
tion and respiration’’; Prof. K. F. Wenckebach, of 
Vienna, on ‘‘The clinical relationship between the 
respiration and circulation’’; and Prof. M. Hochrein, 
of Leipzig, on ‘‘The lesser circulation under normal 
and pathological conditions’’. 

The Secretary is Prof. Dr. 
Nauheim, Germany. 


Eb. Koch, Bad 





The Bulletin of the Southern Pacific General Hos- 
pital, San Francisco, Calif., has become the official organ 
of the Pacific Coast Association of Railroad Surgeons, 
and will be known henceforth as Pacific Coast Medicine. 





Book Reviews 


The Jew in Science. Louis Gershenfeld, Prof. of 
Bacteriology and Hygiene, Philadelphia College of 
Pharmacy and Science. VII and 224 pages. Price 

2.75. Distributed by the Jewish Publication 
Society of America, Philadelphia, 1934. 


We have read this book with sustained interest. It 
is based on a number of addresses delivered before 
Jewish audiences. From this sprang the idea of elaborat- 
ing the subject matter into a book which might prove 
enlightening to more of the Jewish race. The author, it 
may be said at the outset, has succeeded in presenting 
his subject effectively. The book is opportune, for at a 
time when the Jews, including many intellectuals, are 
meeting with harsh treatment in certain quarters it is 
not beside the mark to remind the world of what it owes 
to the Jewish people. The well-informed in the English- 
speaking countries will be ready, we believe, to accord 
all due credit to the Jews for their notable contributions 
to the progress of mankind, but if there should be any 
among us who are not so moved this work will provide 
them with enlightenment. Designed primarily for Jewish 
readers, Dr. Gershenfeld’s book can be read with profit 
by the Gentiles. 

We regret to be compelled to point out certain de- 
fects which mar an otherwise excellent performance. 
The punctuation is bad and the English is not im- 


peccable. Besides this, there are errors in the recording 
of proper names. A few of these come to mind at the 
moment, ‘‘Lord Malgrave’’ should be Lord Mulgrave; 


‘*Lord Robert Boyle’’ should be the Honourable Robert 
Boyle; ‘‘Sir Gilbert White of Selbourne’’ should be 
Rev. Gilbert White of Selborne; ‘‘Spellanzani’’ should 
be Spallanzani. All such lapses should be corrected in 
succeeding editions. 

In his preface the author says that perhaps at some 
future date he may enlarge upon this volume. We hope 
he will. The present work gives evidence of much 
learning, patience, and industry, and could be expanded 
into a thoroughly satisfactory work. In the field of 
medical history, a bit overdone at the moment, the 
author has struck out in a new line and has produced a 
book that was well worth writing and is well worth 
reading. When its immediate purpose shall have been 
served, perhaps the long lists of proper names, which 
make the reading at times somewhat heavy, may with 
advantage be omitted, as also the lists of Jewish workers, 
which occupy more than half the space. The first portion 
of the book, taken up with the appearance and move- 





ments of peoples and the development of intellectual life 
in various countries, is confessedly sketchy and could be 
expanded to make a more adequate background on which 
to depict the achievements of the Jewish race, not only in 
science, but in music and literature as well. 

Dr. Gershenfeld’s book is commended to our readers, 


German Medicine. W. Haberling, M.D., Translated by 
Jules Freund, M.D. No. 13, Clio Medica Series, 
160 pages. Price $1.50. Paul B. Hoeber, New 
York, 1934. 


To cover the history of medicine in Germany in 
some 140 small pages necessitates summary treatment. 
In his preface the author quotes Johannes Miiller: ‘‘ The 
scientist should master all that is produced in his field 
by all nations. It is barbarous to speak of French, 
German, or English schools of medicine’’; and this little 
book is written in that spirit. To those who know any- 
thing about the history of medicine it will not be of 
much help, but to those who know next to nothing of the 
subject—and these are most medical students—it will 
give some conception of the great contribution of 
Germany—especially nineteenth century Germany—to the 
science of medicine. The subjects of medical study are 
treated separately in chronological order. Author and 
subject indexes are provided. In the compass at his 
disposal the author could not well have done better, 
except perhaps by the inclusion of a short, well-directed 
bibliography. 


The Sinister Shepherd. William Van Wyck. XXII 
and 87 pages, illustrated. Price $4.50. The Pri- 
mavera Press, Los Angeles, 1934. 


This is an English translation in verse of Girolamo 
Fracastoro’s ‘‘Syphilidis sive de morbo gallico libri 
tres’’, in a handsome edition limited to one thousand 
copies. Syphilis strikes one as rather an unpromising 
subject on which to write a poem. That this can be 
done, however, and done in a splendid way is sufficiently 
demonstrated in Fracastoro’s work. Still, one wonders 
what attraction certain topics could have had, either for 
Euterpe or Calliope. One might recall, for instance, 
poems such as ‘‘De Atra Bili’’ and ‘‘De Natura 
Seminis Hominis’’ by Abella, one of ‘‘The Ladies of 
Salerno’’! Probably the reason for ‘‘dropping into 
poetry’’, as Silas Wegg puts it, lies in the fact that 
poetry is easily memorized, and thus important informa- 
tion could be popularized. It was probably so with 
Fracastoro’s poem. When he published it in 1530 
syphilis was an almost universal scourge. It attacked 
hgh and low, without distinction, and without mercy. 
Most people had the disease and, no doubt, everybody 
was talking about it. What more natural than that an 
acute observer and distinguished practitioner of medicine 
should have endeavoured to help his contemporaries in 
what appeared to him to be the most effective way? 

Girolamo Fracastoro (1484-1553) was one of the 
lights of the Renaissance in Italy. He was a Veronese 
and practised medicine in the Lago di Garda district. 
A learned man and renowned teacher, he was at once 
physician, poet, physicist, pathologist, geologist, and 
astronomer. He was the first to estimate fossil remains 
at their true significance; he was the first to refer to the 
magnetic poles of the earth; he was the first to advance 
the doctrine of contagion in epidemic diseases. In his 
genius and versatility he reminds us of that other giant 
of somewhat earlier date—Leonardo da Vinci. 

Fracastoro’s poem on syphilis has little medical 
value for us at this date, though it gives us a fairly 
complete picture of the disease in his time and the 
measures necessary to combat it—mercury, guaiacuM, 
sweating, and a host of simples dear to the medieval 
mind. He himself states in a later work, ‘‘De Contagion 
ibus’’ (1546), that his work on syphilis is mainly 4 
poem; the more serious description of the disease was 
contained in the ‘‘De Contagionibus’’. However, t0 
Fracastoro’s poem we owe the name ‘‘syphilis’’ for the 
disease, a variant of the name of the shepherd, Syphilus, 
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who is the centre of a striking episode therein. The 
name ‘‘caught on’’, as we say, for at the time the 
nations were ‘‘passing the buck’’, the disease being 
known as the French disease, the Neapolitan disease, the 
Polish disease, and by many other names. ‘‘Syphilis’’, 
in fact, filled the proverbial ‘‘long-felt want’’. As for 
the verses, we may take it that they were of a high 
order, for did not Sannazaro, the most considerable poet 
of the time, the ‘‘ Renaissance Virgil’’, rank Fracastoro’s 
poem higher than his own, which had occupied him 
twenty years in the making? 

Doctor Van Wyck’s work is adequately done, though 
his Muse halts and stumbles once in a while. He has 
attempted, and succeeded, in his version, in presenting 
Fracastoro as a writer of belles-lettres, rather than as a 
physician. We welcome this attempt to familiarize us 
with a medieval classic, even if it be now somewhat of 
a medical curiosity. 


Medicine in Persia. Cyril Elgood, M.D., M.R.C.P. 
Clio Medica Series, No. 14. 105 pages. Price 
$1.50. Paul B. Hoeber, New York, 1934. 


The author attempting to write an abbreviated 
history of Persian medicine is confronted with con- 
siderable work. To the average medically trained mind 
a subject is better appreciated if handled as a disserta- 
tion on a particular disease. He looks for a major 
picture representing the salient facts; a minor picture 
representing the discussion and relationship with other 
diseases. Taking this as our basis, let us look at the 
work under discussion. 

In the first two chapters too much emphasis is placed 
upon general history and controversial sources of in- 
formation and knowledge. The founding of the Uni- 
versity of Jundi Shapur, with its medical contribution, 
is the outstanding feature-in this period. The conquest 
of Persia by the Arabs, and the adoption of the Arabian 
language is ably brought out. It is interesting to note 
that medical examinations go back over a thousand years. 
The personal histories of Rhazes and Haly Abbas as the 
two great Persian clinicians, and of Avicenna as the 
greatest thinker and scientific writer of Persia, are 
interesting, as they bring home to us some of our own 
problems. The Mongol invasion in 1258, with the sub- 
sequent decadence of Persia until modern times, illus- 
trated how political upheavals influenced the advancement 
or retardation of the sciences. One feels that a little 
more focusing on the medical aspect and less on the 
political would have left a clearer picture in the mind 
of the reader. 


The Dangerous Age in Men. Chester T. Stone, M.D. 
105 pages. Price $2.10. Macmillan Co., New York 
and Toronto, 1934. 


Although the prostate gland plays an important 
role in the middle and later years of a man’s life, it is 
still unexplored and unknown territory to the average 
layman. In order that there may be a wider knowledge 
of this important organ, concerning its nature, its physio- 
logical function, and the disturbing and serious derange- 
ments to which it may be subjected, both while function 
is active and also when senile changes have begun to 
appear, the author has published this book of about 100 
pages. He has paid particular attention to the relation 
of the prostate to the sex life, and has even incorporated 
a chapter entitled ‘‘A Word to the Wives’’. Primarily 
designed for lay reading, it is a valuable addition to 
works devoted to the health education of the laity. 
None the less, the medical man will find its perusal both 
interesting, instructive, and helpful. 


Black’s Medical Dictionary. John D. Comrie, M.A., 
B.Se., M.D., F.R.C.P.Edin., Lecturer on Practice of 
Medicine in School of Royal Colleges at Edinburgh. 
Eleventh edition, 1002 pages. Price $5.50. A. & C. 
Black, London; Maemillan Co., Toronto, 1934. 

This may be regarded as an encyclopedia rather 
than a dictionary of medical terms. Dictionaries on this 





side of the Atlantic err perhaps somewhat in having too 
many words, many of which die rapid and well-deserved 
deaths. But this book aims at a position somewliere 
between that of a technical dictionary and one intended 
merely for the ‘‘domestic treatment of common ail- 
ments’’. It is on account of the latter, one supposes, 
that a long article is devoted to ‘‘Consumption’’, whilst 
a short section is given to ‘‘Tuberculosis’’. While there 
is always room for dispute as to the value of teaching 
the laity about disease in encyclopedias, there is no 
doubt of the clearness of the writing on the various 
diseases dealt with. 

The book is well printed, and the illustrations simple, 
but adequate. 


Midwifery for Nurses. Henry R. Andrews, M.D., B.S., 
F.R.C.P., F.C.0.G., Consulting Obstetric Physician, 
London Hospital, and Victor Lack, M.B., BS, 
M.R.C.P., F.R.C.S., M.C.0.G., Assistant Obstetric 
and Gynecological Surgeon, London Hospital. 
Seventh edition, 268 pages, illustrated. Price 
$2.00. Ed. Arnold, London; Maemillan (Co. 
Toronto, 1934. 


The seventh edition of this excellent little work 
by Dr. Russell Andrews has been prepared by Dr. 
Victor Lack, and the fact that a seventh edition is 
now required and that it has been translated into 
three foreign languages is an index of its popularity. 
The endeavour of the authors has been to keep the 
book as brief and as simple as possible. It is an 
excellent summary of obstetrical practice, written 
primarily for nurses and midwives. The chapters on 
antenatal care and infant feeding have been re-written 
and thus aseptic technique and puerperal infection 
have been brought up to date. <A short chapter on 
diseases of the infant reviews the common infections 
of the newborn child. The little work, while obviously 
lacking in details of technique of interest to the 
obstetrician, should be an excellent text-book for the 
nurse, either in training or afterwards. One does note 
that under the heading of ‘‘vaginal examination’’ it 
is implied that the nurse should make such examina- 
tion, which may be recognized in Great Britain under 
a midwifery system, but is not considered good prac- 
tice in this country. Also, under the heading of 
‘* Asphyxia’’, no mention is made of the use of carbon 
dioxide as a powerful respiratory stimulant. 


Cataract: Its Etiology and Treatment. Clyde A. 
Clapp, M.D., F.A.C.8., Associate Professor of 
Ophthalmology, Johns Hopkins University, ete. 
264 pages, illustrated. Price $4.00. Lea & Febiger, 
Philadelphia, 1934. 


‘‘This book has been written with the hope that 
it will fill the need of those students and practitioners 
of ophthalmology who desire a comprehensive work 
on the normal erystalline lens and its pathological 
changes.’’? Any one who has the good fortune to read 
it will gladly testify that the author’s hope has been 
thoroughly fulfilled. It is a delightfully comprehensive 
piece of work, easy to read, yet crowded with facts. 

The first two chapters ‘‘The Development of the 
Human Lens’’, and ‘‘The Comparative Anatomy of 
the Lens’’, are by no less an authority than Ida ©. 
Mann. Similar high authority is maintained through- 
out the book by freedom of quotation and full biblio- 
graphy. The knowledge of the anatomy of the lens 
has been revolutionized by the slit-lamp microscope. 
The third chapter is on the anatomy of the lens, and 
it is not surprising, therefore, that the bio-microscopl¢ 
pictures figure prominently. Chapters on ‘‘The Nourish- 
ment and Growth of the Lens’’, ‘‘The Physiology of 
the Crystalline Lens’’, ‘‘The Chemistry of the Normal 
and of the Pathological Lens’’, and the ‘‘ Congenital 
Anomalies of the Lens Other Than Cataract’’, com 
plete the ground work. 

Then follow six chapters on cataracts, causes and 
varieties. These are minutely informative, not only 
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in the realm of fact but also on the less solid ground 
ox theories. 

The next ten chapters take up treatment of 
cataract under non-operative and operative treatment. 
A fair presentation of the different non-operative 
methods are given, but there is no comfort in it for 
the ‘‘bloodless surgeon’’. 

A chapter on the Couching operation comes as 
rather a surprise, as it contains suggestions for the 
calling in of this discredited method on certain occa- 
sions. ‘‘Complications after Extraction’’ will be a 
very valuable chapter to most ophthalmologists. 
Seldom has this part of the subject been covered with 
more frankness and completeness. The last two 
chapters are on ‘‘ Dislocation of the Crystalline Lens’’ 
and ‘‘Aphakia and its Treatment’’. 

The author does not ride any hobbies of his own, 
is impartial in his statement of even some of the fads 
of cataract treatment; but out of his large experience 
and mature judgment he puts a word here, and a 
phrase there, to guide the reader in selecting a method 
or adopting a theory. In brief, Dr. Clapp has suc- 
ceeded in writing a book which every ophthalmologist 
who is anxious to learn would do well to add to his 
library. 


The Prospective Mother, 
During Pregnancy. 


A Handbook for Women 
J. Morris Slemons, M.D., Los 
Angeles, Calif. Third edition, 311 pages. Price 
$2.00. D. Appleton-Century Co., New York and 

London, 1934, 

That the prospective mother requires instruction 
is not disputed, and it is generally agreed that the 
printed word can be used effectively to support and 
supplement the teaching of the individual patient by 
the physician. This book is complete; indeed the only 
real criticism of the book is that it is too complete. 
By its very care to include everything it has become 
too voluminous, and there is no distinction between 
essentials and non-essentials. And yet, if there is to 
be a section on desirable qualities in the nurse, why 
not a similar one on the doctor? The approval ex- 
pressed for the practical nurse, in certain cases, is 
open to question. The book is recommended for those 
women who want to know everything, who have the 
time and the desire to read at length, and who have 
some ability to pick out the more important things. 
That there are such women is indicated by the need 
for a third edition. 


An Atlas of the Commoner Skin Diseases. Henry C. 
G. Semon, M.A., M.D., L.R.C.P., Physician for Dis- 
eases of the Skin, Royal Northern Hospital, and 
Arnold Moritz, B.A., M.B. 221 pages, illustrated. 
Price $12.00. John Wright & Sons, Bristol; Mac- 
millan Co., Toronto, 1934. 


The authors have portrayed in natural colours 
from the living subject a collection of the most 
common of the dermatoses. The cases have been seen 
principally in the Out-patient Skin Clinic. With each 
plate there is a short clinical description of the dis- 
ease and an outline of treatment which is concise and 
presented in a most satisfactory manner in the re- 
latively small space devoted to it. 

The illustrations indicate the great advances made 
in colour photography and reproduction. We know 
of no volume on skin diseases with such perfect re- 
production of the natural appearances of the diseases 
here represented. The 103 plates illustrate some 70 
diseases, some like syphilis requiring several plates to 
present various manifestations. For out-patient teach- 
ing, for the physician who wishes to stimulate recol- 
lections of cases seen only occasionally in his practice, 
and as an aid in differential diagnosis and treatment 
the volume will be found most useful. We trust there 
will be such reception by the profession as will en- 
courage the authors to present further studies which 
will include the rarer manifestations of the dermatoses. 
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Common S«in Diseases. A. C. Roxburgh, M.A., \1.D., 
B.Ch., F.R.C.P., Physician in Charge of Skin De. 
paitiwent, St. Bartholomew’s Hospital. Second 
edition, 369 pages, illustrated. Price 16s. net. H, 
K. Lewis, London, 1934. 

The second edition of Roxburgh’s ‘‘Common Skin 
Diseases’’ should prove a useful, book for students, 
More space than usual is allotted to treatment. More- 
over, stress is laid on the methods which may be used 
by the general practitioner without the expensive 
equipment of the dermatologist. Forty pages are 
allotted to general treatment. 

In the beginning of the book, and before the 
regular text, there is a very useful index of pre- 
liminary diagnosis for students, based on the lesions 
which they observe. From this the student is referred 
to the various diseases by pages in the text. 

The description of the diseases is brief and the 
illustrations are well chosen. For instance, the author 
shows how the student may avoid a common fallacy 
in examination of hairs for fungus in figures 36 and 
37. One shows the true fungus and the other fat 
droplets on a normal hair. 

The tables of differential diagnosis are helpful, 
and the advice as to treatment throughout is broad- 
based, sound, and especially so in regard to x-ray 
treatment. 

This edition has been enlarged by the inclusion of 
chapters dealing with congenital affections of the skin, 
atrophy and sclerosis, vesicular and bullous eruptions, 
and the erythrodermias. Perhaps the granulomata, 
actinomycosis, blastomycosis and sporotrichosis might 
have been included. The coloured illustrations seem to 
destroy the detail of the lesions and also are not very 
good as regards colour. Otherwise the book is excellent. 


British Pharmaceutical Codex. Imperial Dispensatory 
for use of Medical Practitioners and Pharmacists. 
1758 pages. Price 35s. net. The Pharmaceutical 
Press, London, 1934. 


This is well spoken of as a balanced and authorita- 
tive survey of the pharmacological and therapeutic uses 
of practically the whole domain of materia medica. It 
contains monographs on about 1,000 substances, includ- 
ing all the most recent therapeutic materials. Each 
monograph includes a section describing action and uses, 
with a subsequent summary of the preparation of the 
drug, indicating the way in which it may be best pre 
scribed. 

The book is splendidly produced and the binding in 
particular is designed to withstand the frequent use to 
which it is likely to be subjected. 


Conception Period of Women. Dr. Kysaku Ogino, 
Head of Gynecological Section, Takeyama Hos- 
pital, Niigata, Japan. Tr. by Dr. Yonex Miyagawa. 
95 pages. Price $1.00. Medical Arts Publishing 
Co., Harrisburg, Pa., 1934. 

Dr. Ogino’s observations lead him to believe that 
the human conception period lasts for 8 days in each 
eycle, no matter the length of the menstrual periodicity. 
The period preceding the 20th day before the succeeding 
menses, ‘.€., the period from the beginning of the last 
menses to the 20th day before the next coming menses 
should be looked on as the sterility phase, with a very 
few exceptions. Knowledge of this so-called ‘‘safe’’ 
period should be of considerable value as a guide 
birth control. 


Plants and Human Economics. Ronald Good, M.A., 

Head of Dept. of Botany, University College, Hull. 

202 pages. Price $1.65. University Press, Cam- 

bridge; Macmillan Co., Toronto, 1933. 

This is an excellently written little book ™ 
economic botany. The economics of botany is an asnect 
of that branch of science which is apt to be overlooked, 
and yet it is one which most intimately concerns human 
affairs and activity. There are chapters on the nature 
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TIME ~ MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 
April 29 April 30. May 1 May 2 _ May 3 
9.00 a.m. Morning free. Special Ist Special 2nd Special 3rd Special 4th 
to Registration, | Morning | Clinical | Morning | Clinical | Morning | Clinical | Morning | Clinical 
12.00 noon Exhibits, etc. | Lectures| Session | Lectures! Session | Lectures| Session | Lectures | Session 
12.0 noon 
to Luncheon Luncheon Luncheon Luncheon Luncheon 
2.00 p.m 
2.00 p.m. Ist 3rd 5th 6th 7th 
to General General General General General 
5.30 p.m. Session Session Session Session Session 
5.30 p.m 
to Dinner Dinner Dinner 
8.00 p.m 
8.00 p.m. 2nd 4th Convocation, 
to General Session General followed by ANNUAL 
11.00 p.m. followed by Session President’s BANQUET 
Smoker Reception 
and Dance 














The General Sessions are consolidated meetings, consisting of about fifty formal reports 
and addresses, revealing the trends and covering the best of the recent work in medicine. A series 
of Special Morning Lectures will be less formal but more practical in character, and will be 
illustrated by lantern slides, moving pictures, charts, etc. The Clinic Program will consist of 
hospital visits, ward walks, clinics and demonstrations in the hospitals, laboratories and medical 
schools of Philadelphia. 

Reduced Railroad Fares—one and one-third the one-way fare for the round trip. A “‘certifi- 
cate of identification’” must be secured from the Executive Secretary of the College to entitle 
physicians and dependent members of their families to these reduced fares. 

Philadelphia Headquarters—General Headquarters, Philadelphia Municipal Auditorium, 
34th Street below Spruce Street. Hotel Headquarters, The Benjamin Franklin Hotel, 9th and 
Chestnut Streets. 

Invitation is extended to all qualified physicians. Non-members of the College will pay 
a nominal registration fee. 


Address inquiries and requests for programs to the Executive Secretary. 


Jonathan C. Meakins, M.D., President Alfred Stengel, M.D., General Chairman, 
Montreal, Que. Philadelphia, Pa. 


E. R. LOVELAND, Executive Secretary, 
133-135 S. 36th Street - Philadelphia, Pa. 
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and sources of food, on the factors limiting agricultural 
production, and then the different foods are dealt with. 
It makes interesting reading. 


Bronchial 


Price 3/6 


Etiology and Treatment 
Asthma. H. 
net, ae @ 


of Spasmodic 
G. Oliver, M.D. 48 pages. 
Lewis, London, 1934. 


Dr. Oliver advances the view that monilia plays a 
large part in infective cases of asthma. This infective 
ugent acts by setting free histamine, which is known to 
play a part in so many allergic reactions. He has ob- 
tained good results in this type of case not only from 
vaccines but from the use of very large doses of the 
iodides. 

The book is small, but is that much easier to read. 
The review of theories on astlima is satisfying, and the 
work done by the author himself impresses one with its 
thoroughness and care. 


Manual of Physical and Clinical Diagnosis. Otto 
Seifert and Friedrich Mueller. Tr. by E. C. 
Andrus, M.D., Associate Professor of Medicine, 
Johns Hopkins University. Second edition, illus- 
trated, 561 pages.. Price $6.00. J. B. Lippincott, 
Philadelphia, London and Montreal, 1934. 


The above very careful and thorough manual of 
physical diagnosis has been again translated into English, 
this time from its 31st German edition. Certain addi- 
tions have been made regarding procedures to which 
those in North America are accustomed. 


Gynecology. B. M. Anspach, M.D., Professor of 
Gynecology, Jefferson Medical College. Fifth 
edition, 932 pages, illustrated. Price $11.00. J. 
B. Lippincott, Phila., London and Montreal, 1934. 


Amongst the steady stream of books on gyneco- 
logical subjects this still holds its head high. This fifth 
edition shows much careful re-writing and inclusion of 
new and important matter, a new feature being a chapter 
on constitutional types and endocrine disorders. 


Food, Nutrition and Health. E. V. McCollum, Ph.D., 
Se.D., and J. E. Becker, M.A., Professor and Asso- 
ciate of Biochemistry, School of Hygiene and 
Public Health, Johns Hopkins University. Third 
edition, 146 pages. Price $1.50. Copies may be 
obtained from the authors, East End Post Sta- 
tion, Baltimore, 1933. 


It is difficult to write of the merits of this book 
without indulging in rather fulsome flattery. Here is 
presented, in language which all may understand, what 
is known about an adequate diet. The material is set 
forth from a health rather than from a disease point of 
view. There is nothing extreme or faddy, because the 
subject is approached scientifically. This small volume 
gives the physician all he needs to know about food in 
its relation to health. Diet is of great practical import- 
ance, and this reliable source of information should be 
most acceptable to the medical profession. 


Rules for Recovery from Pulmonary Tuberculosis. 
Lawrason Brown, M.D., Saranac Lake, N.Y. Sixth 
edition, 275 pages. Price $1.75. Lea & Febiger, 
Phila., 1934. 


A sixth edition is a good index of popularity, and 
an examination of this book shows that it has earned its 
place fairly. 


Tuberculosis of the Lymphatic System. Richard H. 
Miller, Ass’t. Professor of Surgery, Harvard Medi- 
cal School. 248 pages, illustrated. Price $4.75. 
Maemillan Co., New York and Toronto, 1934. 


A simply arranged description of the lymphatic 
system and the clinical features of tuberculous adenitis. 
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BOOKS RECEIVED 


Pocket Medical Dictionary. Compiled by Lois Oakes, 
S.R.N., DN. (Lond. and Leeds), Sister-Tutor at 
Stanley Hospital, Liverpool, assisted by Thos. B. 
Davie, B.A., M.D., M.R.C.P., Pathologist, Walton 
Hospital. 350 pages. Price 90c, E, 8. Living 
stone, Edinburgh; Macmillan Co., Toronto, 1934. 


Le Traitement de la Fiévre Typhoide. Dr. F. Rathery, 
Professor of Clinical Therapy, Faculty of Medi- 
cine, Paris. 54 pages. Price 8 Fr. J. B. Bailliére 
et Fils, Paris, 1934. 


Le Traitement des Rhumatismes Chroniques. Dr. 
Jaeques Forestier, Consulting Physician, Aix-les- 
Bains. 100 pages. Price 12 Fr. J. B. Bailliére 
et Fils, Paris, 1934. 


The Hospital Yearbook. Thirteenth edition, 543 pages. 
Price $2.50. Published by Modern Hospital Pub- 
lishing Co., Chicago, 1934. 


Aids to Analysis of Food and Drugs. C. G. Moor, 
M.D., F.1.C., Public Analyst for County of Dorset, 
and W. Partridge, F.I.C. Fifth edition revised 
by J. R. Nicholls, B.Se., F.1.C., Chemist at Govern- 
ment Laboratory, London. 322 pages. Price 
$1.50.  Bailliére, Tindall & Cox, London; Mac- 
millan Co., Toronto, 1934. 


Anatomy for Dental Students, Systemic and Practical. 
By Six Teachers. Edited by E. P. Stibbe, F.R.C.S. 
429 pages. Price $6.25. Edward Arnold, London; 
Macmillan Co. of Canada, Toronto, 1934. 


Statistical Methods for Research Workers. R. A. 
Fisher, Se.D., F.R.S. Fifth edition, 319 pages. 
Price 15s. net. Oliver & Boyd, Edinburgh, 1934. 


Sculpture in the Living. Jacques W. Maliniak, M.D., 
Attending Plastic and Reconstructive Surgeon, 
Sydenham Hospital, New York. 203 pages. 
Price $3.00. The Lancet Press, New York, 1934. 


Dental Prosthetics. J. D. Logan, L.D.S., Lecturer on 
Dental Mechanics, and W. R. Logan, L.D.S., 
H.D.D., L.R.C.P.&8., Ass’t. Prosthetic Dental 
Surgeon, Edinburgh Dental Hospital. Second 
edition, 211 pages. Price $2.50. E. & S. Living- 
stone, Edinburgh; Macmillan Co., Toronto, 1934. 


The Equilibrated Salt Diet. Robert Wolheim and W. 
H. Schauinsland, Ph.D. 64 pages. Price $1.00. 
Professional Scientific Service, New York, 1934. 


Manual of Clinical Laboratory Methods. Pauline: S. 
Dimmitt, Ph.G., Medical Technologist for Stout 
Clinic, Sherman, Texas. 156 pages, illustrated. 
Price $2.00. F. A. Davis, Philadelphia, 1934. 


The Heart Visible. J. Polevski, M.D., Attending 
Physician, Newark Beth Israel Hospital. 208 


pages, illustrated. Price $5.00. F. A. Davis, 
Philadelphia, 1934. 
Sex-Hygiene. What to Teach and How to Teach It. 


Alfred Worcester, A.M., M.D., Se.D., Henry K. 
Oliver, Professor of Hygiene, Harvard University. 
134 pages. Price $2.50. C. C. Thomas, Springfield 
and Baltimore, 1934. 


Principles in the Treatment of Inflammation. T. EF. 
Hammond, F.R.C.S., Assistant Surgeon, Royal In- 
firmary, Cardiff. 209 pages. Price 10/6 net. H. 
K. Lewis, London, 1934, 


International Clinics. Vol. 4, forty-fourth series. 326 
pages. Price $3.00. J. B. Lippincott, Philadelphia, 
London and Montreal. 





